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ACTIONS AND USES: REDISOL offers the versatile vitamin 
Biz in all the practical dosage forms. The soluble tab- 
lets are a convenient oral dosage for therapy in certain 
cases of anemia (such as nutritional macrocytic ane- 
mia). Children like to take Repisox Elixir, and it is 
particularly useful for compounding prescriptions. 
REDISOL Injectable provides more potent dosage 
strengths for use in selected anemias, such as perni- 
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cious anemia. It is also valuable for the relief of pain in 
certain neuritic conditions (such as trigeminal neuri- 
tis), and also in some vascular disorders. 

SUPPLIED: In many forms — Soluble Tablets, 25 and 50 
mcg. in bottles of 36 and 100. REDISOL Injectable, 30 
and 100 mcg. per cc. in 10 cc. vials— and now 1,000 
mcg. per cc. in 1 cc. vials. Elixir, 5 mcg. per 5 cc. in pint 
SPASAVERe and gallon bottles. 
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THE CLOSE RELATIONSHIP between hypertension and 
pathologic conditions within the kidney was prob- 
ably first recognized by Bright,? whose original 
observations on renal disease were published in 
1836. A possible intrarenal humoral mechanism was 
first considered as a cause of hypertension by Tiger- 
stedt and Bergmann" in 1898. They induced hyper- 
tension experimentally by injecting a saline extract 
of normal kidney into animals. In 1905 Katzenstein® 
ligated the renal pedicle in animals for short periods 
and observed a temporary rise in blood pressure fol- 
lowing release of the ligatures. Schwarz’ in 1924 and 
Ask-Upmark! in 1929 described cases of hyper- 
tension in which at postmortem examination it was 
observed there was disease of only one kidney. 
Quinby and Simeone® in 1923 and Crabtree*® four 
years later recorded cases in which hypertension 
that was associated with a diseased kidney was re- 
lieved, serendipitously, after nephrectomy was car- 
ried out. It was the report of Goldblatt* in 1934, 
however, that gave real impetus to the study of uni- 
lateral renal disease as a cause of hypertension. 

The literature now contains over one thousand 
articles on experimentally induced hypertension and 
there is still no uniform explanation as to the mech- 
anism by which it is brought about in animals or as 
to the relationship of hypertension to unilateral renal 
disease in human beings. Page® and many other 
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From the Departments of Urology, Ochsner Clinic and Tulane 
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* Cure is obtained in about 20 per cent of 
patients with unilateral renal disease and hyper- 
tension who have nephrectomy primarily for 
relief of hypertension. Carrying out urologic 
studies on a larger number of hypertensive pa- 
tients might result in tracing the condition to 
renal disease in more cases. Renal angiography 
more accurately indicates renal origin of 
hypertension than any other diagnostic study. 
When it can reasonably be established that 
hypertension is of renal origin, nephrectomy 
should be performed unless there is some gen- 
eral contraindication to an operative proce- 
dure. 





investigators have expressed belief that the substance 
causing hypertension in the Goldblatt experiment is 
a proteolytic enzyme called renin. Renin is thought 
to react with a plasma globulin, hypertensinogen, to 
release an active pressor polypeptide, angiotonin. 
It has been shown that for some weeks after induc- 
tion of Goldblatt hypertension in dogs the renin con- 
centration in the systemic blood is increased. Ulti- 
mately, however, this substance disappears from the 
systemic blood even though hypertension persist. It 
is considered by many investigators that some other 
substance or mechanism is operative after the orig- 
inal induction of hypertension by renin. Another 
possibility is that the kidney fails to detoxify nor- 
mally existing pressor compounds. A third theory is 
that the kidney fails to produce its normal supply of 
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humoral agents. Whether or not any of these view- 
points is correct is still not known. 


It appears, however, that a number of etiologic 
factors must be involved in the production of hyper- 
tension. Two known causes are pheochromocytoma 
and unilateral renal disease. That these lesions are 
responsible for more than a small proportion of cases 
of hypertension seems unlikely. On the other hand, 
since hypertension produced by these two lesions is 
amenable to possible surgical cure, it seems impor- 
tant to subject a larger number of hypertensive 
patients to appropriate study in order to select cases 
for surgical treatment. 


INCIDENCE OF HYPERTENSION 


Statistical data indicate that hypertension is en- 
countered in approximately 25 per cent of the adult 
population. It is reported to account for more deaths 
each year than cancer, tuberculosis and accidents 
combined. During the past ten years there have been 
slightly more than 138,000 general admissions to 
the Ochsner Clinic. A diagnosis of hypertension was 
made in 7,790 of the patients. 

There are four unilateral renal lesions that are 
usually considered possible causes of hypertension. 
These are atrophic pyelonephritis, infected hydro- 
nephrosis with or without stone, renal tumor and in- 


trinsic obstructive lesions of the renal pedicle. In 
addition, renal tuberculosis may account for an oc- 
casional case. It has also been suggested that local- 
ized injury to the renal cortex incident to nephros- 
tomy or resection of a portion of the kidney might 
result in enough sclerosis to cause hypertension. 


Approximately 300 cases in which nephrectomy 
was performed primarily for the relief of hyperten- 
sion have been reported in the literature. In only 
about 20 per cent of them could the condition be 
considered cured in that systolic blood pressure did 
not exceed 140 mm. of mercury or diastolic pressure 
90 mm. for two years after operation. 


Of patients with hypertension observed by the 
author who were subjected to urologic study, 20 
had unilateral renal disease which was considered a 
probable cause of the associated hypertension. In 12 
of these the diagnosis was atrophic pyelonephritis 
and nephrectomy was performed primarily for the 
relief of hypertension. One patient had calculous 
atrophic pyonephrosis and six others had calculous 
pyonephrosis or infected hydronephrosis. Nephrec- 
tomy was indicated in these seven cases irrespective 
of the hypertension. One patient had multiple aneur- 
ysms of duplicated renal arteries. In the series of 20 
cases in which nephrectomy was done, three patients 
with atrophic pyelonephritis and one with infected 
hydronephrosis met all the criteria of cure, that is, 
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the systolic pressure was maintained at 140 mm. of 
mercury or below and the diastolic pressure at 90 
mm. or below for at least two years. Apparent cures 
were obtained in some of the other patients, espe- 
cially the one with multiple aneurysms, but at the 
time of this report not enough time had elapsed for 
final evaluation. Thus, the proportion of cures in the 
series of 20 cases was the same as that reported by 
others. This means that in only one of every five 
patients is the hypertension improved by removing 
a diseased kidney. In the cases reported in the lit- 
erature, the highest proportion of cure is in patients 
with atrophic pyelonephritis. Three of the four 
patients in the present series who were cured had 
atrophic pyelonephritis. 


In light of the fact that among patients with iden- 
tical renal lesions (such as the 12 patients in the 
present series with atrophic pyelonephritis) some do 
not have hypertension and of those who do have the 
disease some are cured of it by nephrectomy while 
others are not, considerable controversy has arisen 
as to the relationship of unilateral renal disease to 
hypertension. The following cases illustrate opposite 
effects of renal lesions on the blood pressure. 


Case 1. The patient was a girl 17 years of age who had 
had her first attack of pyelitis at the age of 18 months. The 
blood pressure at the time of admittance to hospital was 
240 mm. of mercury systolic and 140 mm. diastolic. Intra- 
venous urograms showed a small, poorly functioning right 
kidney and a slightly hypertrophied, normally functioning 
left kidney. The urine was not infected at the time of exam- 
ination. Ophthalmoscopic examination showed bilateral 
retinal arteriosclerosis, The retinal arteries were consider- 
ably thickened and there was variation in the calibre of the 
vessels. There were scattered areas of retinal hemorrhage. 
Retinal edema in the vicinity of the disks was sufficient to 
partially obscure retinal vessels in places. The history and 
findings suggested renal origin of the hypertension. Since 
the urine was sterile, hypertension was the only indication 
for operation. Right nephrectomy was performed. Three 
weeks later the blood pressure was 120 mm. of mercury 
systolic and 80 mm. diastolic. It is now seven years since 
nephrectomy and the blood pressure has remained normal 
throughout that period. The abnormal changes in the eye- 
grounds have completely disappeared. 


Case 2. The patient was a 30-year-old woman with a his- 
tory of recurrent attacks of infection of the urinary tract. 
The urine at the time of examination contained Staphylo- 
coccus albus. Roentgenographic study of the upper urinary 
tract disclosed a small, contracted right kidney containing 
multiple small stones and localized atrophy of the lower 
pole of the left kidney. The function of the remaining por- 
tion of the left kidney was within normal limits. The blood 
pressure was 118 mm. of mercury systolic and 76 mm. dias- 
tolic. After the atrophic right*kidney was removed, the urine 
became sterile. The blood pressure, now five years postoper- 
atively, is still normal (120 mm. of mercury systolic and 90 
mm. diastolic), indicating that the atrophic right kidney 
in the first place and now the localized area of sclerosis in 
the lower pole of the left kidney were not, in this case, 
factors of importance insofar as blood pressure is concerned. 
The only indication for nephrectomy in this case was the 
infection in the kidney. 
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COMPARISON OF PATHOLOGICAL DATA WITH 
RESULTS OF OPERATION 


In an effort to understand this difference in mani- 
festation of similar lesions the pathologic reports of 
the 12 cases of atrophic pyelonephritis were reviewed 
and, since it seemed likely that the answer might lie 
in the course followed in the development of the 
renal lesion, the vascular pattern was studied in those 
cases in which renal circulation was visualized pre- 
operatively. Examination of the specimens removed 
at operation showed that, in all cases in which hyper- 
tension was cured, there was severe sclerosis of the 
renal pedicle. In some of the cases in which the pa- 
tients were not improved, there was minimal involve- 
ment of the pedicle. In others the pathological altera- 
tions in the two groups were identical. In order to 
explain this difference in effect upon blood pressure 
it may be assumed that if the Goldblatt mechanism is 
initiated, the renal artery or one of its main branches 
would have to be involved early in the course of the 
disease while the kidney still had enough functional 
value to react.® ® On the other hand, if the disease 
process is primarily active in the renal cortex with 
involvement of the vessels of the renal pedicle only 
in the late or end stage, an explanation would be 
offered for lack of influence of the renal lesion on 
blood pressure in a large number of cases.': * Hyper- 
tension has been reported relieved in a few cases 
following removal of a large renal tumor or hydro- 
nephrosis. There was one such case in the present 
series. It is apparent that the mechanism in such 
cases is produced by pressure of the mass on the 
renal pedicle, thereby simulating the Goldblatt mech- 
anism." + © Intrinsic obstructive lesions of the renal 
pedicle probably more closely resemble this phenom- 
enon than any other unilateral renal lesion. The 
following is an example of such cases. 


Case 3. The patient, a boy nine months of age, was first 
seen in the Ochsner Clinic on July 28, 1952. For about three 
months the baby had had low grade fever and vomiting and 
had not gained weight. The outstanding observation in ex- 
amination was that the blood pressure was 220 mm. of mer- 
cury systolic and 180 mm. diastolic in both arms and 210 
mm. systolic and 180 mm. diastolic in the legs. Spastic ar- 
teries were noted in the eyegrounds and there was a macular 
scar in the right eye. There was no papilledema. The specific 
gravity of the urine was 1.002 and the albumin content 
3 plus. A few erythrocytes were noted upon microscopic 
examination. Roentgenographic studies, including intra- 
venous urograms, revealed nothing of significance aside from 
what appeared to be an extrinsic lesion compressing the 
esophagus from the left. The. child was tested with benzo- 
dioxane and the response was normal. The same test was 
repeated using regitine with the same result. Although 
results of tests for pheochromocytoma were negative, the 
chest was explored and a mass which proved to be nothing 
more than an enlarged lymph node was removed. The 
hypertension persisted. 


The patient returned two months later with the condi- 
tion unchanged except for definite increase in the size of 


VOL. 79, NO. 6 + DECEMBER 1953 


the heart. Everything else having been done, it was believed 
that the renal circulation should be visualized. A retrograde 
aortogram was made by exposing the right femoral artery 
and introducing a cannula for the injection of Diodrast 
through a catheter into the aorta. The aortogram outlined 
a normal vascular pattern in the left kidney, but on the 
right two renal arteries, both containing multiple aneurysms, 
were visualized.’ At operation the lower two thirds of the 
kidney was observed to be grossly ischemic and it was found 
that the lower of the two renal arteries contained a throm- 
bus.” Right nephrectomy was done with ligation of the 
renal pedicle between the most medial aneurysms and the 
aorta. The baby recovered without incident and the blood 
pressure on discharge from the hospital was 105 mm. of 
mercury systolic and 70 mm. diastolic. When last observed, 
eight months after operation, the blood pressure was 90 mm. 
of mercury systolic and 70 mm. diastolic. The eyegrounds 
had improved and the baby seemed well from every stand- 
point. If the Goldblatt theory of the mechanism is correct, 
one might expect hypertension to be produced by a lesion 
of this type and a good result to be obtained from its 
removal. Cure apparently was obtained in this case. 


In an attempt to determine whether localized in- 
jury to the renal cortex from surgical procedures 
on the kidney might set up a mechanism for hyper- 
tension, the author reviewed all cases observed in a 
period of 18 years. This review failed to support 
such a viewpoint. In a few cases in this group in 
which hypertension developed the suspected kidney 
was removed on the basis that it might be a possible 
cause of hypertension. In no case was the blood 
pressure influenced by the operation. Localized areas 


of sclerosis that involve only the smaller vessels in 
the cortex are apparently not enough to set up a 
mechanism for hypertension. 


STUDIES FOR SELECTION OF PATIENTS 
FOR NEPHRECTOMY 


As to cases in which there are renal lesions of 
other kinds, how is one to select cases that are ap- 
parently amenable to improvement by nephrectomy 
and at the same time eliminate those cases in which 
the only indication for operation is hypertension? 
There is no characteristic clinical picture of unilat- 
eral renal hypertension. The history is of little value. 
It has been reported that hypertension in such cases 
is not only severe in intensity but has the clinical 
manifestations of the so-called malignant type.* 


Hypertension is an extremely variable disease 
characterized by wide fluctuations in blood pressure 
occurring under varying conditions. A single deter- 
mination of blood pressure is therefore of little value. 
It is important to determine that the blood pressure 
has remained persistently elevated and also to evalu- 
ate the status of the entire cardiovascular system. 
The kidneys should be investigated from both func- 
tional and structural standpoints. It must be estab- 
lished that one kidney is diseased, its function is 
reduced and the function of the opposite kidney is 
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within normal limits. Determinations of urea clear- 
ance and of the urea content of the blood and differ- 
ential phenolsulfonphthalein tests, together with a 
complete roentgenographic examination of the upper 
urinary tract, have long been employed. Aortography 
or renal angiography is the most recent and perhaps 
the most important diagnostic adjunct for suggesting 
a renal origin of hypertension. Visualization of the 
renal vascular tree by this means is now a routine 
procedure in the study of hypertensive patients in 
whom studies of the urinary tract demonstrate a uni- 
lateral renal lesion. During the past two and one-half 
year more than 300 renal angiograms on patients 
having the commonly encountered renal lesions have 
been made at the Ochsner Clinic. From a study of 
the vascular pattern, the author came to the belief 
that if the Goldblatt phenomenon is to be accepted, 
one may make a better selection of cases in which 
hypertension may be improved by nephrectomy. 
Improved methods of examination will alter the in- 
dications for any operative procedure and angiog- 
raphy may change the indications for nephrectomy 
in hypertension. 


CRITERIA FOR OPERATION 


Certain basic principles, however, should be fol- 
lowed in dealing with the individual case. The cri- 
teria laid down by Schroeder and Fish!° for nephrec- 


tomy in hypertension have been generally followed. 
They are: (1) the arterial hypertension must be of 
recent origin (within two years); (2) the renal le- 
sion must be unilateral and must have reduced the 
function of the involved kidney; (3) the function of 
the opposite kidney as measured by the currently 
used renal function tests must be within normal lim- 
its; (4) retinopathosis should be absent and changes 
in the calibre of the retinal vessels should be mini- 
mal; and (5) the arterial pressure should be per- 
sistently high. It is generally recognized that better 
results will be obtained in patients under 45 years 
of age because older persons are more likely to have 
generalized irreversible vascular changes. 
Obviously, however, no definite rules should be 
arbitrarily followed in dealing with a disease as var- 
iable as hypertension and a subject as flexible as the 
human body. The author does not believe that the 
age of the patient or the duration of the hypertension 
necessarily constitutes a contraindication to nephrec- 
tomy, provided the renal vascular pattern indicates 
that the high blood pressure may be due to the renal 
lesion and that there are no general contraindica- 
tions to an operative procedure. It appears also that 
changes in the retinal vessels, while supplying valu- 
able information as to the extent of vascular changes, 
do not constitute a contraindication to the opera- 
tion. Many of these changes will revert to normal 
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(as they did in the case of the 17-year-old girl al- 
ready cited). On the basis of cause and effect it may 
be assumed that by removing the cause of the hyper- 
tension its progress may be arrested to the extent 
that the patient may be restored to a more useful and 
comfortable existence even though the changes that 
have occurred in the vascular system do not revert 
to normal. The following case illustrates some of 
these points: 


Case 4, The patient, a 47-year-old man, had had hyper- 
tension for at least five years. The blood pressure at the time 
of examination was 240 mm. of mercury systolic and 130 
mm. diastolic. Mild congestive heart failure and severe gen- 
eralized vascular changes were present. The right kidney 
was atrophic and poorly functioning.” The left was hyper- 
trophied but functioned normally. After urologic studies 
were completed it was thought that the hypertension might 
be of renal origin, and even though cure was not probable, 
it was hoped that by removing the kidney the malignant 
process might be arrested. Nephrectomy was performed 
without incident. At operation it was noted that the vessels 
in the abdominal wall were quite dilated. The aorta, pal- 
pated through an opening in the peritoneum, was sclerotic 
and noncompressible. Angiography was not successful be- 
cause the needle could not be inserted into the sclerotic 
aorta without undue force. Immediately after the kidney was 
removed, Diodrast was injected into the renal artery and a 
roentgenogram was made to visualize the vascular pattern. 
A branch of the renal artery supplying the lower third of 
the kidney was occluded to the extent that no Diodrast could 
be observed in this area. (This supports the impression 
that the renal artery or one of its main branches must be 
involved for a mechanism for hypertension to be produced. 
Moreover, it is in contrast to the cases of localized sclerosis 
in which only the arterioles are involved and in which a 
mechanism for hypertension is not produced.) The patient’s 
blood pressure in the early postoperative period was 170 
mm. of mercury systolic and 90 mm. diastolic. At the time 
of this report, nine months after operation, it was 150 mm. 
of mercury systolic and 90 mm. diastolic. The patient 
looked and felt well and had been able to resume normal 
activity. The author believes that the improvement in the 
condition of the patient justified nephrectomy even though 
his condition may never meet the criteria of cure. 


The experience in this and several other similar 
cases indicates that if it can be reasonably estab- 
lished that the hypertension may be of renal origin 
the kidney should be removed unless there is some 
general contraindication to an operative procedure. 
Conclusions, of course, cannot be drawn from such 
a small number of cases but the variation in the 
amount of involvement of the vessels of the renal 
pedicle and perhaps the stage of the disease at which 
they become involved would appear to explain why 
one lesion would be an etiologic factor in hyperten- 
sion whereas another similar lesion would not. The 
vascular patterns in a large number of cases will 
have to be studied by this method and patients ob- 
served over a long period in order to confirm or 
deny this viewpoint. It is believed, however, that 
renal angiography will provide more information 
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upon which to base the indications for nephrectomy 
in hypertensive patients than any of the other cur- 
rently used studies. 


Prytania and Aline streets. 
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Urges More State Money Be Used in Rehabilitation 


THE TIME HAS COME to reverse the trend and use more state and less federal 
money in vocational rehabilitation work, in the opinion of Secretary Hobby. 
Addressing the National Rehabilitation Conference, the Secretary of Health, 
Education, and Welfare noted that in 1921 when the program started the 


federal share was only one-third. (However, this was for only a part of a year.) 
Federal contributions reached a peak of 73.5 per cent in 1947, and have de- 
clined to about two-thirds for the current fiscal year. Mrs. Hobby remarked 
that appropriations committees in Congress already have begun to “question 
the wisdom of providing such a proportion of federal funds for a program 


keyed to the principle of state operations. . . . To me it is simply additional 
evidence that the time has come to review and inventory our programs.” 

Without further elaboration, Mrs. Hobby said that her department “plans to 
propose legislation to strengthen administration of the program and to permit 
new approaches to old problems, without disrupting the important work which 
the state agencies are carrying on daily.” 

The Secretary indicated she thought the Manion Commission would look 
into such programs as vocational rehabilitation. She said the commission, cur- 
rently studying U. S.-state relations, “offers a promise for a healthy reexamina- 
tion of federal, state and local governmental interrelations, and I think we must 
all welcome their efforts to clarify the roles of each.” 

—A.M.A. Washington Letter 
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Determining Serum Bicarbonate 


A Simple Syringe Titrator and Colorimeter 


CHARLES W. BOONE, M.D., and JOHN B. FIELD, M.D., Ph.D., Los Angeles 


THE INCREASING USE of determinations of the content 
of various chemical elements in the blood to indi- 
cate the nature and course of disease has emphasized 
the need in general for simplifying the technical 
procedures involved. In certain circumstances sim- 
plification could be developed to the point where 
the determinations could be done by relatively un- 
trained personnel; and to do so would make it easier 
to have such analyses done quickly without increas- 
ing the already heavy burden of the hospital or 
clinic laboratory. 


Scribner? reported a bedside procedure, founded 
on the colorimetric method of Van Slyke,* for deter- 
mining the bicarbonate of serum. In Scribner’s pro- 
cedure a tuberculin syringe is used as a burette. 


By modifications of Scribner’s method, improve- 
ments in accuracy and convenience have been 
achieved without sacrificing simplicity. The method 
is as follows: (1) A known amount of acid is added 
to 1 cc. of serum to react with the bicarbonate pres- 
ent and release carbon dioxide. (2) The carbon di- 
oxide is easily removed by agitation or aeration. (3) 
The amount of acid remaining, from which may be 
calculated the bicarbonate present in the serum, is 
determined by back-titration with sodium hydroxide 
to the original pH of the serum. This is done by mak- 
ing a standard indicator solution at pH 7.0, and then 
titrating the sample with added indicator until its 
color matches that of the standard. 


The standard indicator solution is prepared in the 
following manner: (1) The indicator used is phe- 
nolsulfonphthalein (Hynson, Westcott and Dunning, 
Inc., Baltimore) available in 1 cc. ampules contain- 
ing 6 mg. per cc. An aqueous solution of 0.05 per cent 
phenolsulfonphthalein (PSP) is prepared. (2) 2.5 
cc. of phosphate buffer at pH 7.0 is placed in a test 
tube. (3) Five drops of the 0.05 per cent PSP solu- 
tion is added. (4) Two drops of human serum and 
one drop of xylol are added, which provides a tur- 
bidity resembling that of human serum, as well as 
resistance to bacterial decomposition. (5) The tube 
is then sealed. The standard indicator solution, of the 
color and appearance of human serum with PSP 





From the Department of Medicine, School of Medicine, University 
of Southern California at Los Aggeles, and the Los Angeles County 
General Hospital. 
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¢ The use of a tuberculin syringe as a burette 
has made possible an easy bedside technique 
for the determination of serum bicarbonate. By 
combining it with the use of a simple colori- 
meter, a relatively untrained person can do 
numerous bicarbonate determinations with a 
high degree of accuracy. The same technique 
also lends itself to other colorimetric clinical 
procedures such as determination of gastric 
acidity. 





added at pH 7.0, is ready for use. The tube is shaken 
vigorously before being placed in the colorimeter. 

The colorimeter shown in Figure 1 offers a means 
for obtaining quantitative accuracy when comparing 
the color intensity of the sample being titrated with 
the standard. By means of a mirror, the line of 
sight passes through the tubes lengthwise, thereby 
obtaining maximum color intensity. Standard illu- 
mination is obtained with an ordinary microscope 
lamp which may be bolted down to the platform. In 
this arrangement the curvature of the test tube does 
not interfere and a single bright color of uniform 
intensity is observed in the mirror. 

The tuberculin syringe-burette is constructed as 
shown in Figure 2. The glass extension is long 
enough to reach to the bottom of a test tube. When 
not in use the syringe-burette is kept inserted in the 
stock bottle through a glass-lined hole in the stopper. 
Method: 

A. 1 cc. of serum is delivered into a clean dry test 
tube by means of a tuberculin syringe and No. 25 
hypodermic needle, and 5 drops of 0.05 per cent 
PSP solution is added. 

B. Exactly 1 cc. of 0.1 normal nitric acid is added 
by means of syringe-burette as follows: The syringe- 
burette is filled while still in place in the stock bottle 
by drawing the plunger up to the 1 cc. mark. It is 
then lifted out and placed in the test tube so that the 
tip of the glass extension is just above the level of 
the solution, and the 1 cc. of nitric acid is delivered. 
The amount of solution which remains in the glass 
extension is constant and therefore introduces no 
factor of error. ; 

C. The solution is aerated by bubbling air through 
it via a piece of glass tubing for four or five minutes. 
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Figure 1* 


If compressed air is not available, agitation with a 
glass stirring rod will suffice. The agitator is left in 
the test tube for the remainder of the determination. 

D. The standard indicator solution is placed in 
one side of the colorimeter and the light turned on. 
The sample is placed in the other. 


E. Another syringe-burette containing exactly 1 
cc. of 0.05 normal sodium hydroxide, drawn as de- 
scribed above, is put into the sample so that the glass 
extension touches the bottom of the test tube. 


F. The sodium hydroxide is added bit by bit with 
a twisting motion of the plunger until the color of 
the sample matches that of the indicator, as viewed 
in the mirror of the colorimeter. 

G. The amount of sodium hydroxide left in the 
syringe-burette (rather than the amount which has 
been expelled), in hundredths of a cc. divided by 2, 
is equal to the serum bicarbonate in mEq. per liter. 

This method of determining serum bicarbonate 
has been tested on the diabetic wards of the Los An- 


~~ © A com completely assembled plastic colorimeter may be obtained from 
the Ace Plastics Co., 711 South Columbia, Los Angeles. 
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3-PLY OR PLASTIC CONSTRUCTION 


‘UPPER COMPARTMENT 
OPENS POSTERIORLY 
‘MICROSCOPE LAMP 


LOWER COMPARTMENT: 
OPENS ANTERIORLY 


MIRROR 


Figure 2 


geles County General Hospital and has given satis- 
factory results. As an objective test of its accuracy, 
20 determinations were done by three resident physi- 
cians and one hospital orderly on separate speci- 
mens of blood taken serially from four different pa- 
tients during recovery from diabetic coma. Duplicate 
specimens of blood were sent to the hospital labora- 
tory as routine specimens for serum bicarbonate de- 
termination. The method used by the laboratory is 
also a back-titration procedure! except that a con- 
tinuously recording electronic pH meter is used. The 
results were as follows: 

Serum bicarbonate in millequivalents per 100 cc. The 


result by the method described is stated in roman type, 
and that by the hospital laboratory in italics. 


Patient ——————————————Specimen 
N 


Fourth Fifth Sixth 
12 14°26: 27° 3° 
Sn ts See ecin ne ski stil 
21 22 24 25 30 30 

28 29 32 32 34 34 39 40 


First Second Third 

AMG Aig 

30 31 

16 16 

6 20 20 

The syringe-burette and the colorimeter described 

lend themselves to the simplification of a titrimetric 

procedure. If the solutions to be compared are trans- 

parent, it is advantageous to use test tubes which 

have their lower third “frosted” with an abrasive 

such as mineral oil and carborundum, or on a grind- 

ing wheel. If an end-point is not sharp, as is fre- 

quently the case, a standard end-point color may be 

placed in one side of the colorimeter and the un- 

known titrated to match it. For example, the titration 

of gastric juice using Topfer’s indicator to deter- 

mine the free acidity has a notoriously variable end- 

point. The author has found that this becomes a sim- 

ple and dependable procedure if an end-point stan- 

dard is prepared and used with the syringe-burette 

and colorimeter described. 

1200 North State Street, Box 138. 
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Suicide and Public Health 


MEDICAL LITERATURE is replete with references to 
suicide from medical, toxicological, surgical, cul- 
tural and psychiatric points of view. Many writers 
have discussed the treatment of patients who have at- 
tempted suicide, or have described the ways in which 
persons succeeded in killing themselves. Psychia- 
trists usually stress the importance of watching 
states of depression in an effort to prevent suicide, 
and describe individual cases of depression such as 
reactive, hysterical, manic-depressive, involutional 
and presenile; but nowhere in the literature, it 
seems, is there any attempt to present suicide as a 
public health problem. 

As a criterion of public health significance, it may 
perhaps be asked whether a particular problem sig- 
nificantly affects the health and happiness of people 
and, secondly, whether it affects a large enough pro- 
portion of the population to constitute a public 
health problem. The first consideration will be read- 
ily acknowledged; suicide does indeed affect health 
and happiness; if the triteness of the statement can 
be forgiven, suicide is a fatal disease. The second 
consideration, the relative magnitude of suicide as a 
cause of death, is generally underestimated. On a 
national scale, suicide is ninth among the causes of 
death and exceeds tuberculosis in many areas. More- 
over, among persons aged 55 to 69 years, suicide 
ranks in many tabulations as fourth or fifth among 
the causes of death. During the past ten years, 167,- 
624 persons have killed themselves in the United 
States.” In 1949, the last year from which complete 
and official census reports are available, deaths from 
malignant neoplasm of the respiratory system num- 
bered 19,518; from malignant neoplasm of the 
breast, 18,553; from suicide, 16,993. In the same 
year about as many persons died by suicide as died 
of congenital malformation. 

The national death rate from. suicide for all ages 
was 11.4 per 100,000 in 1949 (in Los Angeles, 16.5), 
but for the age bracket 65 to 69 it was 31.5, or more 
than one-third higher than the present overall mor- 
tality rate for tuberculosis. In that year deaths per 
100,000 population due to cancer of the respiratory 
system numbered 13.1; due to cancer of the breast, 
12.5; due to suicide, 11.4, Surely no one would ques- 


From the Yolo County Department of Public Health. 


Presented before the Section on Public Health at the 82nd An- 
nual Session of the California Medical Association, Los Angeles, 
May 24-28, 1953. 
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HERBERT BAUER, M.D., Woodland 


* Suicide as a public health problem is gener- 
ally underestimated. Deaths from suicide annu- 
ally outnumber those from cancer of the res- 
piratory system or of other common sites; more 
than twice as many die by suicide as from most 
communicable diseases combined. Most sui- 
cides are motivated by concern over ill health 
or domestic difficulties. 

A program tried in Yolo County to follow up 
persons who have attempted suicide indicates 
that a more systematic and widespread effort 
in this direction might be of value to the public 
health. 

It is recommended that attempts at suicide 
be considered a reportable disease for a one- 
year period and that a statewide program for 
following the patients be put into effect to pro- 
vide rehabilitation as well as symptomatic 
treatment. Efforts by local health departments 
and private physicians are also worth while in 
reducing attempts at suicide. 


tion the public health significance of malignant dis- 
ease of the respiratory system or of the breast. 

Comparison of the number of deaths from suicide 
with those from infectious diseases is even more 
impressive: The total of deaths from typhoid fever, 
dysentery, scarlet fever and other streptococcal in- 
fections, diphtheria, whooping cough, poliomenin- 
gitis, meningococcic infections, measles, typhus and 
malaria is only half the figure for suicide. If to this 
total is added the number of persons in the United 
States dying from syphilis and its sequelae, the figure 
for deaths from suicide is approximated. 

Those are national rates, and it could perhaps be 
hoped the figures in California for the same year 
would be in different proportion. The fact is, how- 
ever, that the incidence of suicide in California is 
relatively high. In 1949 more persons in California 
died by suicide than of causes which have long been 
recognized as outstanding public health problems: 


Cancer of the breast 

Chronic rheumatic heart disease 
Cancer of the respiratory system 
Diseases peculiar to early infancy 
Cancer of the female genital organs 
Pneumonia 

Suicide 
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About twice as many persons die in automobile 
accidents as by suicide, although it is of course un- 
known how many among those are accident-prone 
persons who wish to die. 


It is customary in discussing any public health 
problem to use the so-called epidemiologic approach. 
From this point of view it may be asked, who attempt 
suicide, what are their motives, and what propor- 
tion succeed? The proportion of successful attempts 
varies with different motives; the rate of attempts 
is generally higher among women, but the rate of 
success is lower. 


According to figures collected by the Metropoli- 
tan Life Insurance Company, ill health is the lead- 
ing cause of suicide (40 per cent) in males, and 
about 50 per cent of attempts at suicide by males 
are successful when ill health is the motive. In wo- 
men, about 20 per cent of attempts at suicide are 
due to ifl health and about 25 per cent of attempts 
are successful. (This should be of particular interest 
to physicians, as it seems reasonable that giving a 
patient more definite information about the state of 
his health and supplying psychological support would 
eliminate much uncertainty and might thus help to 
avert an attempt at suicide.) 


Inversely, only about 30 per cent of suicides 
among males are due to domestic difficulties and 
only 4 per cent to unhappiness in love, these suicides 
representing 14 per cent and 10 per cent, respec- 
tively, of all attempts by males due to these motives, 
while among women doniestic difficulties including 
unhappiness in love are the motive for 50 per cent 
of suicides but only 2 per cent of attempts due to 
domestic difficulty are successful, as are only 0.88 
per cent of attempts due to unhappiness in love. 


In light of these figures it would seem important 
to pay attention to the most common motivations 
and to plan all possible psychological and physio- 
logical rehabilitation in persons who have attempted 
suicide. Ideally, of course, prevention would start 
before the first attempt, but for this there is seldom 
an opportunity. The tendency to repeated attempts, 
however, is illustrated by a ten-year survey of 381 
patients admitted to a general hospital after attempts 
at suicide, in which it was found that 64 had made 
at least 105 previous attempts. In a third of the 381 
a previous diagnosis of mental illness had been 
made. Ill health and domestic difficulties were the 
leading motives for attempts at suicide. One-half of 
the men and one-third of the women were excessive 
drinkers, and in such persons alcoholism may per- 
haps be considered gradual suicide in situations of 
unbearable frustration. 


It appears that in most hospitals, unfortunately, 
practically all persons admitted after attempts at 
suicide are treated on a purely symptomatic basis. 
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Stomachs are washed out, wrists are sutured, bullets 
are extracted, fractures and dislocations are reduced, 
and the patients are sent on their way in the hope 
that the experience will teach them a lesson. 

As some health departments conduct emergency 
hospitals or other medical facilities, it was thought 
that at least in those institutions more attention 
might be given to causative factors in suicide. To 
verify this, the authors studied the case reports of 
62 patients aged 18 to 73 years, who in 1951 were 
admitted to an emergency hospital operated by a 
public health department after they had attempted 
suicide. Here also the main treatment was medical or 
surgical and the patients were released without 
further follow-up. It was then decided to attempt a 
routine follow-up in Yolo County on all patients who 
are admitted to hospitals or clinics following a sui- 
cidal attempt. It was arranged with the county hos- 
pital and with some private physicians, as well as 
with certain law-enforcing agencies, that they would 
notify the health department of all attempts at sui- 
cide coming to their attention. A public health nurse 
visits the patient while he is still in the hospital or in 
his home if he is not hospitalized. The main task 
of the public health nurse is to give the patient sup- 
port and make him feel that other people in his 
community are interested in his well-being. Further- 
more, in suitable instances, it is her duty to refer the 
patient either to his physician for further evalua- 
tion or to such agencies as a mental hygiene clinic 
or the welfare department who may be able to re- 
lieve some of the pressures that have led to an at- 
tempt at suicide. 

In many cases, particularly those referred from 
the county hospital or from public agencies, the 
follow-up is made by the health department. The 
following three case histories illustrate the working 
of the program: 


CASE REPORTS 


Case 1: A 16-year-old girl was admitted to the emergency 
hospital, drowsy but not in serious danger after having 
taken a box of “sleeping pills.” Recovered in a few days, 
she related that she had stayed out very late with a boy 
and had had several drinks but “nothing really happened.” 
The next morning, awaking depressed and believing she 
would be expelled from her home and school because of her 
conduct, she had taken the sleeping pills to kill herself. 

The girl’s parents were invited for a chat over a cup of 
coffee with a member of the health department. They read- 
ily agreed not to punish their daughter, spontaneously men- 
tioned that they had not spent sufficient time with her, and 
said that they ought to know more about the process of 
“growing up and away.” The girl returned to school when 
recovered from her illness. 


Follow-up was not considered necessary in this 
case. As has been indicated, love affairs, particularly 
of a transient and adolescent nature, very rarely 
cause a successful attempt at suicide. 
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Case 2: A 23-year-old woman was admitted to the emer- 
gency hospital with a self-inflicted cut on the wrist. Blood 
transfusion and repair of a tendon were required. Some days 
after she was discharged from the hospital “in good health” 
a public health nurse visited the patient’s home and found 
her in a daze. There were liquor bottles on the floor; the 
patient stated that her mother had drunk the liquor. By 
questioning, the nurse learned that the home had always 
been unhappy, the mother alcoholic, the father ineffectual. 
The patient had also drunk excessively at times. She had 
made many attempts to break away from home, but had 
always returned since it was the only place where she re- 
ceived any affection, however seldom. When her mother 
had abruptly told her that she was “only” an adopted daugh- 
ter, that her parents were certainly under no obligation to 
care for her any longer, and that she could go where she 
pleased, she had roamed the streets all night before cutting 
her wrist. 

After a few interviews it was decided that more intensive 
psychotherapy was needed than the health department could 
provide. Ambulatory treatment was suggested, but the pa- 
tient felt that she could not stay out of trouble if she re- 
mained at home. She was induced to apply for voluntary 
admittance to a state mental hospital where she was treated 
for a few months. When last seen she was in good spirits 
and apparently intended to care for herself. 


In this case follow-up appears necessary and re- 
habilitation difficult. Domestic trouble coupled with 
alcoholism causes a large proportion of attempts at 
suicide with a relatively high rate of success. 


Case 3: A boy whose mother died when he was a young 
child grew up in the care of his father, a stern and busy 
man who did not respond to the boy’s need for dependence. 
At an early age the boy began to worry about his health 
and when sent to a boys’ school felt he was not strong 
enough to compete in games. Complaining at school about 
his health, he was given a routine physical examination and 
was told that “everything was all right.” He felt, however, 
that his health was becoming steadily worse although he 
found it increasingly difficult to express his feelings. On 
growing older he was disturbed by a recollection that he 
had been told on one occasion his blood pressure was “a 
little high” and on another occasion that it was “a little 
low.” He began to smoke heavily and a moderate cough 
developed. Worried about the cough, he was not reassured 
when told that a chest x-ray film showed no disease. When 
at the age of 45 years he lost his job, he felt that he was 
going downhill. He attempted to drown himself but was 
rescued by police. 

The health department discussed the case with a private 
physician in whom the patient had confidence. Under the 
physician’s care the patient seems to have learned to face 
life more realistically. 


DISCUSSION AND RECOMMENDATIONS 


It cannot be concluded, from the small number of 
cases in the somewhat unsystematic program here 
presented, whether the program is really of public 
health benefit. Nevertheless, it seems likely that while 
it is difficult to prevent first attempts at suicide, de- 
cisive action by community agencies may well pre- 
vent a large number of later attempts. Generally 
county hospitals and some private hospitals and 
other institutions welcome interest by the health 
department in cases of attempted suicide, as they 
have no facilities for follow-up in these cases. 
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As the health officer in many communities is on 
the staffs of local county and private hospitals, usu- 
ally as a consultant in communicable diseases, it 
may be wise to expand his duties to the field of men- 
tal health. As a member of his local medical society, 
the health officer may be instrumental in promoting 
understanding among physicians as to the impor- 
tance of ill health as the leading motive for suicide. 

If, for a period of one year, it were required that 
all attempts at suicide be reported like reportable 
diseases, patients recovering from such attempts 
could be asked to participate in a control program 
which would extend to a follow-up of perhaps ten 
years. In that length of time it would be possible to 
determine whether such follow-up had a significant 
effect on the death rate. Probably most physicians 
would be willing to participate in a program to de- 
crease not only deaths but also the serious economic 
loss and disruption of families caused by suicide. 
It is hoped that this suggestion will be given serious 
consideration; but even without such a program on 
a statewide basis it seems certain that individual 
physicians could do much more than to regard per- 
sons who have attempted suicide as mere nuisances 
who disrupt hospital routine and who are to be dis- 
missed as soon as effective first aid has been given. 

Half an hour ago someone in the United States 
committed suicide. Another has done, so as these 
words are read; the average is a suicide every 30 
minutes. These two persons are dead, and no fur- 
ther follow-up can help them. They have failed so- 
ciety, and society has failed them. But in the same 
half hour another 20 persons have attempted suicide. 
Now their stomachs are being emptied, wounds are 
being repaired, bullets extracted. These patients will 
be dismissed in the hope that they will never return. 
Some, however, will attempt suicide again and fail 
again; others will be among the yearly 22,000 per- 
sons who kill themselves in the United States. That 
number, incidentally, is almost exactly the number 
of American soldiers killed in Korea in three years 
of war. It behooves physicians, both professionally 
and as citizens, to learn how to help persons who 
might commit suicide. 

Court House. 
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A Controlled Technique for Vein Stripping 


MILTON GORDON, M.D., Bakersfield, and 
ROBERT D. PAYNE, M.D., Klamath Falls, Oregon 


FROM A COMBINATION, adaptation and modification 
of methods reported by other surgeons, the authors 
have developed a technique of intraluminal strip- 
ping of the saphenous vein in treatment of varicosi- 
ties that is relatively easy to perform and that 
obviates a number of difficulties that were encoun- 
tered in various cases. 

Stripping alone is considered less than adequate 
treatment for varicosities of the lower extremities, 
but it is believed that, with the technique of con- 
trolled operation here described, it is possible to 
carry out at the same time other more radical pro- 
cedures such as those advocated by Linton,‘ Sher- 
man’ and Wassell and Ettinger.® 

When the authors first began to do vein stripping 
early in 1949, using the accepted technique of high 
ligation and then insertion of the stripper through 
the divided upper portion of the saphenous vein, 
often a good deal of time was spent in passing the 
stripper distally. Frequently it was impossible to 
force the stripper beyond the knee, necessitating an 
incision for removal at that point and reinsertion 
for further passage to the ankle. So much time was 
taken by these procedures that often when both legs 
had to be treated the operation was excessively long. 
On many occasions the stripper either would not 
pass some of the valves or would enter one of the 
relatively major branches and have to be freed and 
redirected along the main tributary. The main fea- 
tures of the technique that was worked out to sur- 
mount these difficulties are the routine practice of 
stripping from below upward (a procedure that has 
been described by De Takats and Fowler” and Kutz 
and Hendricks*) and control of pressure while ap- 
plying traction to the stripper. It has been in use 
since mid-1950. 


PREOPERATIVE MANAGEMENT 


When examination and employment of the rou- 
tine tests for competency of the saphenous vein and 
the communicating branches have been completed 
and an operation indicated, the patient is instructed 
to use one of the hexachlorophene soaps faithfully 
for a week before the operation, maintaining a 
cleansing lather for at least six minutes daily. In 
addition the patient is requested not to use elastic 
bandages within the last three days before operation, 
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¢ A number of difficulties encountered in vein 
stripping operations for varicose veins in the 
legs have been overcome by use of a technique 
evolved by adaptation and modifications of 
various reported methods. 


The stripping instrument is passed from below 
upward, the valves or branches offering less 
impediment to its passage in that direction. 


Inserting the tip of the instrument at the 
ankle through an incision in the vein while it is 
still in continuity is easier than introducing it 
into the end of a transected vein. Ligation of 
major superficial branches or subfascial divi- 
sion of communicating veins can be readily 
carried out while the stripper is still in place 
in the vein. 


Applying pressure bandages fo the entire 
length of the leg before removing the stripper 
and the telescoped vein diminishes the chances 
of ecchymosis yet does not hinder withdrawal 
of the instrument and the vein. 


in order that the varicose veins may become fully 
distended and the marking of “blowouts” and of the 
major branches to be divided be made easier. The 
evening before operation, after the operative area 
has been thoroughly shaved, hexachlorophene soap 
is again freely used to cleanse the extremities and 
groin. 

With the patient in a standing position, the skin 
over the general course of the vein and the branches 
and communicating vessels that are to be treated 
is marked with Berwick’s dye or gentian violet solu- 
tion. When the patient is in the surgery, before 
operation is begun the areas previously marked are 
scratched so that adequate markings will remain 
even should the dye be washed away during the 
preparation of the leg. 

As is advocated by Adams,' a board is placed 
under the mattress across the foot of the operating 
table, the ends of the board extending about a foot 
on each side to facilitate changing the position of 
the extremity during operation. Pontocaine intra- 
spinally or sodium pentothal intravenously, supple- 
mented by nitrous oxide and oxygen, is used for 
anesthesia. 
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OPERATION 


The authors use the oblique incision in the ingui- 
nal crease, developing it by sharp dissection until 
the saphenous vein is located. Then careful sharp 
dissection and some blunt dissection are performed 
within the sheath of the vein until all the branches 
near the saphenofemoral junction are isolated, di- 
vided and ligated with triple-0 silk. Frequently, to 
obtain better visualization of posteriorly placed 
branches, the vein is divided between clamps about 
5 em. distal to the saphenofemoral junction. 

When all of the branches have been divided and 
the saphenous vein has been freed to its union with 
the femoral vein, a ligature of double-0 silk is 
placed at the juncture and a transfixion suture of 
the same material is placed distal to the ligature. 
If the vein has not been divided previously, divi- 
sion is carried out at this time. The wound is then 
flushed with warm saline solution and covered with 
a towel and attention is shifted to the ankle. 


The flexible Meyers instrument is used for strip- 
ping. Passing it from the ankle upward has been 
found easier than from the groin downward, and 
in most cases it has been readily threaded through 
the entire length of the vein. The angle of the 
branches and the valves seems.to be such that retro- 
grade passage is easier. After the stripper is threaded 
through, it is left in place while pressure bandages 
are applied. Then the stripper and the vein are with- 
drawn through the previously made inguinal inci- 
sions. This sequence of procedure obviates the 
necessity of maintaining hand pressure over the 
sides of the stripped veins and diminishes the possi- 
bility that bleeding will occur, as it might if the 
hands had to be moved for placement of pressure 
dressings. 

Unless the conditions are such that a more distal 
stripping is necessary, an incision is made just ante- 
rior and superior to the medial malleolus, and the 
distal portion of the saphenous vein is located and 
freed from the surrounding structures. Two liga- 
tures of double-0 silk are placed around the vein 
and the distal one is securely tied. The first knot is 
made in the proximal ligature but is not cinched 
down on the vein until the stripper has been passed. 
In the segment of vein between the two ligatures, a 
transverse incision is made and one or two mosquito 
clamps are placed on the cut margins to permit easy 
opening of the incision for insertion of the stripper. 
It has been found to be much simpler to insert the 
stripper in a vein that has been incised in continuity 
(Figure 1, B) than through the cut end of a vein 
that has been transected. The tip of the stripper— 
the “olive”—is inserted and passed upward for a 
distance of 3 to 5 cm. and the proximal ligature is 
snugged to retard bleeding from the open stoma but 
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Figure 1.—A, stripper in vein before it is tied in place 
at the ankle. Marks on the leg indicate additional 
branches to be ligated. B, stripper passed through trans- 
verse incision in vein near medial malleolus. Vein tied 
off distally, loosely tied proximally over stripper. C, 
small “olive” tip of stripper emerging through distal cut 
end of saphenous vein in the thigh. Small hemostats grasp 
vein edges. Ligature is loosely tied until stripper has been 
withdrawn to the desired distance. D, all wounds have 
been closed except for one suture which has not been tied 
at site of emergence of stripper. A rolled bath towel and 
biased stockinette pressure dressings have been applied 
and stripper is ready for removal with avulsion of its 
enclosing telescoped vein. 


is still not tightened completely lest passage of the 
stripper be impeded. The instrument is threaded up- 
ward toward the groin. Usually this can be done 
with relatively little manipulation of the leg and 
external pressure over the vein. 

When the tip of the instrument is felt in the upper 
saphenous vein at the site of previous division, a 
ligature of double-0 silk is placed around the vein. 
The clamp at the cut margin is not removed. Only 
the first knot is made in the ligature and it is not 
cinched too tight. Two small mosquito forceps are 
placed at the edges of the cut portion of the saphe- 
nous vein to anchor the free end above the Mayo 
clamp (Figure 1, C). The clamp is then removed 
and as the stripper is forced out of the vein, the 
knot of the ligature is drawn tight. The stripper is 
withdrawn until the bulb at the distal end reaches 
the point where the vein had been incised at the 
ankle. The distal ligature is then tied tight and rein- 
forced with an additional ligature. Division of the 
ankle vein then is carried out. 

The tip of the stripper that has been drawn up 
through the saphenous vein at the groin is pulled 
until the distal bulb and telescoping vein have been 
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drawn upward for a distance of 2 to 3 cm. from the 
edge of the incision. The ligature around the supe- 
rior portion of the saphenous vein is then tied tight 
and reinforced. The incision at the ankle is closed 
with interrupted No. 36 steel wire sutures. 

If further operation is required, the authors do 
it while the stripper is still in place. In many cases 
the larger tributaries are ligated and in some cases 
it is necessary to carry out subfascial division of the 
communicating branches. If it is necessary to make 
an incision the full length of the lower leg for ade- 
quate exposure of the communicating veins, this 
can be done with the stripper still in place in the 
saphenous vein. 

After it has been irrigated with warm saline solu- 
tion, the wound in the groin is closed, with triple-0 
silk used for the thin fascial layers and No. 36 stain- 
less steel wire for the skin. One suture in the skin at 
the point where the stripper is emerging from the 
wound is left untied until later. 

Before the stripper and the vein which encloses 
it are removed, the leg is elevated for a short time 
to permit as much blood as possible to pass from 
the superficial to the deep veins. Then, with the leg 
still elevated, pressure bandages are applied. Placing 
a rolled bath towel longitudinally over the course 
of the saphenous vein and applying biased stockin- 
ette bandage over it (Figure 1, D) maintains ade- 
quate pressure. After bandage has been wrapped 
from the foot to the groin, the leg is put in a hori- 
zontal position and the stripper is pulled out with 
the vein telescoped upon it. (Rarely in the author’s 
experience has inversion of the vein occurred during 
its removal.) This done, an assistant holds pressure 
at the groin while the suture that was left untied is 
knotted to complete the closure. Then another roll 
of biased stockinette is added for additional pres- 
sure from the toes to the groin. With this system, 
ecchymosis is minimal. 


POSTOPERATIVE CARE 


Ambulation is encouraged on the operative day 
and the heavy pressure bandages are kept in place 
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for three days. After they are removed, similar pres- 
sure is maintained for another three or four days, 
without so much bulk, by placing perineal pads 
over the course of the vein and applying either stock- 
inette or elastic bandages to hold them in place. 
Then the patient wears elastic bandages from the 
knee to the toes for a two-week period. Sutures are 
removed seven to ten days after operation in most 
cases, but occasionally the wires are left in place for 
12 to 14 days if healing is not satisfactory. 


DISCUSSION 


Although not enough time has elapsed for follow- 
up studies adequate for definite evaluation, results 
obtained with the technique described have been 
quite satisfactory thus far. Since they have been 
using it, the authors have less often resorted to 
longitudinal incision and subfascial ligation of the 
communicating vessels, preferring to wait and do 
local operation for ligation of communicating ves- 
sels that perforate, which seldom has happened. 


2026 Seventeenth Street. 
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The Removal of Stones from Low in the Ureter 


A Report on an Improved Method 


THE SUCCESSFUL REMOVAL of a stone from the lower 
part of the ureter depends largely on the completion 
of several steps, principally (1) getting the neces- 
sary instruments to pass up the ureter past the stone, 
(2) dilating the ureter below and adjacent to the stone 
and (3) engaging the stone in a “stone basket.” 
A method to simplify the removal of stones from 
this part of the ureter has been developed and used 
to advantage in 34 cases. It depends in part upon a 
means that has been found to bring about relaxa- 
tion of the ureter (“tone paralysis”), making dilata- 
tion of the ureter with catheters and removal of the 
stone very simple. No special instruments are re- 
quired; those employed—a long filiform with 
straight, bent or curled tip, Phillips catheters in sizes 
8, 10, 12 and 14 F. and a Johnson basket or Council 
stone remover—are those commonly used by urolo- 
gists. A looped filiform (Palmer) has occasionally 
also been found useful. 


TECHNIQUE 


Through a panendoscope, a No. 4 filiform (from 
a Phillips catheter and filiform set) is passed up the 
ureter beyond the obstructing stone. During sub- 
sequent dilatation of the ureter and removal of the 
stone the tip of the filiform is never brought down 
below the stone. A No. 8 Phillips catheter is screwed 
securely into the head of the filiform, and the tip of 
the catheter is gently passed up beyond the stone in 
order to dilate the segment of the ureter containing 
the stone (Figures 1 and 2). The catheter is left in 
place for 10 minutes. This catheter is then with- 
drawn, leaving the tip of the filiform superior to the 
stone, and is replaced by a No. 10 Phillips catheter. 
This is attached to the head of the filiform, passed 
up the ureter above the stone and permitted to re- 
main there for 10 minutes. Then a No. 12 catheter 
is similarly used. If the stone is particularly large 
it may be necessary to use a No. 14 catheter to dilate 
the ureter further. Permitting each catheter to re- 
main beyond the stone for ten minutes is an integral 
part of this procedure. 

After the ureter has been sufficiently dilated and 
relaxed, either a Johnson basket or a Council stone 
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¢ Extraction of stones from the lower part of 
the ureter can be facilitated by use of a long 
filiform which permits the attachment and in- 
troduction of dilating Phillips catheters of in- 
creasing caliber and of various stone extrac- 
tors. The filiform must be left in place, with 
the tip superior to the stone, until the ureter has 
been successfully dilated, the stone extracted 
and a drainage catheter inserted. The filiform 
serves to guide the instruments up the urefer. 

Smooth muscle relaxation, or "tone paraly- 
sis," is achieved by leaving each dilating cath- 
eter in the ureter for at least ten minutes. 

A combination of spinal and local anesthesia 
is used, and this contributes further to the de- 
sired ureteral relaxation. This simple method 
was used successfully in 34 of 35 consecutive 
cases to remove a stone in the lower part of 
the ureter. 





remover is threaded into the head of the filiform, 
the tip of which still lies above the stone. The extrac- 
tor is gently passed up to engage the stone in the 
basket (Figure 3). Either of the two kinds of ex- 
tractor may be passed several times or they may be 
interchanged, as long as the tip of the filiform re- 
mains in place. Should the stone still not be en- 
gaged, as sometimes it is not when the ureter is 
greatly dilated, the looped filiform (Palmer) is 
passed and worked up the ureter well beyond the 
stone. This then becomes an Ellik loop and is han- 
dled as Ellik® recommended. After the stone has been 
removed, the filiform is not taken out of the ureter 
until a drainage catheter has been passed up the 
ureter. This drainage catheter, left in the ureter for 
72 hours, serves to drain the kidney and to splint 
the injured ureter. Use of the drainage catheter’ is 
the only way to insure complete control of urinary 
drainage after the stone has been removed. If pain 
follows removal of the catheter it is reinserted for 
an additional 24 to 48 hours. 

Long Filiform. The facility of the whole procedure 
depends on the use of the long filiform. It is an ideal 
instrument to insert beyond a stone in the lower part 
of the ureter. The tip is firm and may be either 
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straight or bent. This filiform serves as a wedge for 
and a stable guide to the catheters and extractors 
used subsequently. The bent tip is especially useful 
in removing stones from the lower part of the ureter 
for it may be rotated to find the easiest place to 
press it past the stone. In 16 per cent of the cases in 
which the stone is lodged in the lower segment a 
ureteral catheter cannot be made to pass.* When the 
filiform, which tapers at the tip to a fine gauge, 
passes beyond the stone, it curls in the renal pelvis 
and does not penetrate (Figure 3). Nation® reported 
one case in which he used the long filiform with a 
stone extractor to determine whether or not the stone 
was engaged at the first attempt. 


Looped Filiform. Near the end of a No. 4 Phillips 
Figure 1—With the filiform in the ureter above the filiform a strand of No. 34 silver wire is attached by 
stone, the catheter is being inserted into the ureter. means of a whipping knot.! A short distance from 


Figure 2.—Left, insertion of the filiform. Right, filiform and dilating catheters above the stone. Successively 
larger dilating catheters are introduced and each is left in the ureter for ten minutes to bring about “tone paralysis.” 


Figure 3.—Left, with the stone extractor attached to the long filiform, the stone is being removed. Right, position 
of the filiform when catheters and extractors have been inserted into the ureter. 
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the tip, the wire runs back along the filiform. When 
tension is applied to the wire an Ellik loop* is formed 
and this is used to engage the stone. This is useful 
when, owing to dilation and atonicity of the ureter, 
the stone is difficult to engage in an extractor. 


Anesthesia. Spinal anesthesia was used in all 35 
cases. In addition, local anesthesia is induced by in- 
jecting 4 ml. of a 4 per cent solution of metycaine 
into the ureter proximal to the stone through a Phil- 
lips catheter. This promotes further relaxation of 
the ureter. 


DISCUSSION 


Introducing dilating catheters into the ureter has 
often been a troublesome step in the removal of 
stones. The tendency of the ureter to contract when 
catheters are repeatedly introduced is overcome, in 
the procedure described, by two measures: (1) 
When the long filiform is left in the ureter, it is 
mechanically much easier to introduce the dilating 
catheters and the extractors; (2) leaving each cath- 
eter in the ureter for ten minutes relieves the contrac- 
tion or spasm of the ureter. 

The advantage gained by leaving the catheter in 
the ureter was discovered accidentally: In the course 
of removing a stone low in the ureter, the first cath- 
eter had been passed above the stone, but the second 
was wedged between the stone and the first catheter 
and could not be pushed farther with reasonable 
force. The procedure was unavoidably interrupted at 
this point, the patient was left temporarily under the 
care of an attending nurse, and the cystoscope was 
left in place for 15 minutes. When another attempt 
was made at the end of this time, the second cath- 
eter could be inserted without pressure, and the third 
catheter could easily be passed. In this instance 
ureteral spasm had apparently been overcome by 
permitting the ureter to contract on the two dilating 
catheters for a short time. From this it appeared 
that dilatation of the ureter ought not be immediate 
and forceful, as has been customary,” © but gradual 
and prolonged to overcome spasm and obtain 
smooth muscle relaxation. The relaxation obtained 
by this means is sufficient to warrant the term “tone 
paralysis.” The extractor passes remarkably easily 
through the relaxed ureter. 

In one case in which the method was used, an 
accident caused complications. When a No. 10 Phil- 
lips catheter, attached to a previously inserted fili- 
form, was being passed, the catheter broke near its 


tip, leaving the filiform and the attached piece of 
catheter above the stone. Laparotomy was carried 
out at once, and the filiform, the fragment of cath- 
eter and the stone were removed. Recovery was un- 
eventful. 

The stones were not delivered immediately into 
the stone basket in all cases. In three cases, although 
the stones were engaged, they were so large or so 
jagged that it was necessary to deliver them gradu- 
ally over a period of one to four days. The stone was 
lost in four cases, possibly crumbled by pressure of 
the ureteral orifice on the basket during extraction. 
Ellik* reported similar experience. In five cases the 
stone was intentionally left in the bladder when it 
fell from the stone basket there after extraction from 
the ureter. In all cases postoperative x-ray films did 
not show the previously visualized ureteral shadows. 
In 34 of the 35 consecutive cases the stone was re- 
moved from the ureter by a single cytoscopic man- 
ipulation. 

One of the patients, a 69-year-old man, died of 
a cerebrovascular accident on the sixth postoperative 
day. The stone had been successfully removed and he 
had been free of symptoms referable to the urinary 
tract. 

Whether or not to dilate the ureters after this 
procedure is difficult to decide. If the stone was large 
and there is danger of postoperative ureteral stric- 
ture and hydronephrosis, it is probably advisable. 
In most of the cases in the present series a No. 6 uret- 
eral catheter was passed within a month following 
the extraction to learn the condition of the ureter. 
In many of them a pyelo-ureterogram was made. 
There was no evidence of ureteral stricture or dila- 
tation. It seems unnecessary to carry out such pro- 
cedures postoperatively in every case. 

2961 Summit Street. 
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Autopsy Reports of Pulmonary Carcinoma 
Survey in Los Angeles County Hospital for 1951 


G. GORDON HADLEY, M.D., and WELDON K. BULLOCK, M.D., Los Angeles 


IN VIEW OF THE REPORT by Steiner and co-workers® 
in 1950 noting the increase in deaths from broncho- 
genic carcinoma in the Los Angeles County Hospital 
(and of similar reports from other parts of the United 
States!) *) it seemed advisable to review carefully 
the autopsy reports at that institution for a more re- 
cent calendar year to determine the number of deaths 
attributed to cancer of the lung. 


MATERIALS AND METHOD 


The material for the study was obtained from 
records of 1,972 consecutive autopsies done at the 
Los Angeles County Hospital in 1951. All cases with 
the anatomical diagnosis of bronchogenic carcinoma 
were studied and the autopsy protocols and micro- 
scopic slides examined. Cancer of the lung was listed 
as a diagnosis in 71 cases, but in seven of these the 
tumor was thought to have originated elsewhere in 
the body or to be not the primary cause of death. 

Of 380 deaths resulting from cancer, therefore 
(19.3 per cent of all cases studied), 64 or 16.8 
per cent were attributed to bronchogenic carcinoma. 


RESULTS 


Of the 64 cases, 47 were in males and 17 in 
females. The average age for both sexes was 63 
years, Thirty-five of the patients had lived in Los 
Angeles County between 3 and 56 years, the average 
residence for these being 19.4 years. 

The incidence of bronchogenic carcinoma as com- 
pared with that for cancer in several other common 
sites in the material studied is shown in Table 1. 


DISCUSSION 


The present study is in agreement with the opin- 
ion of Weller® on the inherent weakness of statis- 
tical studies of this nature. He stated: “As is true 
of all cancer statistics, those dealing with primary 
carcinoma of the lungs and bronchi are of value 
only to the extent that the material units have been 
critically selected. The authenticity of the individual 


From the Tumor Tissue Registry of the Cancer Commission, Cali- 
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The photography was done by Edward Hamilton, College of Med- 
ical Evangelists. 
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¢ Of the 1,972 deaths investigated by autopsy 
at the Los Angeles County Hospital in 1951, 
64 were attributed to bronchogenic carcinoma. 
However, in some of these cases the protocols 
did not contain sufficient data to substantiate 
the diagnosis or the tissue specimens were not 
conclusive evidence. 

Although the survey left no doubt that the 
lung was the most common site of primary 
carcinoma in the series studied, a wider appli- 
cation of the findings is limited by the facts 
that patients with bronchogenic carcinoma are 
more likely than others to die in hospitals and 
that selection of cases for autopsy depends on 
the interest of the physician and the consent of 
the patient's survivors. 


case is the crucial test. Obviously, only those reputed 
examples of primary carcinoma of the lung are of 
value on which a complete autopsy has been done. 
Certainly, too, there must be microscopic verification 
of each case, if results are to be fully accepted. ... 
Doubtful cases should be excluded from collected 
series. ... Also, those examples in which multiple sep- 
arate masses of carcinoma are found in both lungs 
and primary carcinoma is not observed elsewhere, 
are best interpreted as instances of hidden primaries. 
In studies which are only statistical, the reader is 
at a-loss to know how critical the compiler may 
have been in selecting his original units. . . . There 
is still need for statistical studies based on carefully 
selected and fully authenticated cases of carcinoma 
of the lung.” Many of the protocols reviewed for this 


TABLE 1.—Comparison of incidence of bronchogenic cancer with 
that of other cancer—1951 


Per cent of 
Total No. all cancers 
Bronchogenic carcinoma 16.8 
Bowel (small and large including rectum) 44 
Stomach 
Leukemias and lymphomas 
Pancreas 


Intracranial tumors 
Prostate 
Breast 





Figure 1.—These microscopic sections illustrate the apparent tendency of bronchogenic carcinoma to vary in 
histologic pattern. A—An area of squamous carcinoma. B—An area of adenocarcinoma from same block of tissue as A. 
C—Typical “oat-cell” tissue. D—Liver metastasis from tumor shown in C. Note epidermoid areas. 


study, together with the microscopic slides, con- 
tained adequate evidence to support the diagnosis 
of primary bronchogenic carcinoma, but some, al- 
though the condition reported may have been cancer 
of the lung, were not sufficiently documented to sub- 
stantiate the diagnosis. 

A shortcoming was the lack of definite statements 
as to how carefully the gastrointestinal tract, breasts, 
thyroid gland and other possible sites of cancer 
were examined and excluded. Probably the greatest 
lack in this respect was with those cases classed as 
adenocarcinoma. Of seven protocols on cases in fe- 
males, six did not report on examination of the 
breasts, and in four no breast tissue was available 
for microscopic study. Many of the microscopic 
slides were inadequate because the tissue had not 
been taken from a representative site. In only two 
instances in the microscopic material available for 
study was the origin of cancer of the lung trace- 
able to the bronchial mucosa. In other instances, 
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TABLE 2.—Classification of bronchogenic carcinoma observed 
in autopsy series 


Epidermoid 
Anaplastic 
(Undifferentiated 
(Giant and spindle 
(Oat cell 
CIOWORNECIROINE sino i5 oc ccccsccacsene 
(Alveolar cell carcinoma.. 2) 


fixation was so poor that the possibility of neo- 
plastic lesions other than bronchogenic carcinoma 
could not be definitely excluded. It is therefore 
more than a possibility that some of the lesions 
included as primary bronchogenic carcinomas were 
in fact tumors of other origin. 


In study of the slides the 18 specimens of epi- 
dermoid cancer (see Table 2) were easily classi- 
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fied. The 31 specimens of anaplastic cancer were 
subdivided as “undifferentiated” (13) “giant cell 
and spindle cell,” (6) and “oat cell” (12). This 
division is perhaps unnecessary but was helpful 
in the study of these tumors. The undifferentiated 
sub-group ranged from those which had extensive 
dermoplastic reaction and resembled tumors fre- 
quently seen in the breast, to those with large 
sheets of cells in which the cells were larger and 
had more cytoplasm than is typical of “oat-cell” 
carcinoma. (The latter term is unsatisfactory be- 
cause of the variance of interpretation as to what 
constitutes an “oat cell.” It is used nevertheless 
to indicate a certain type of cancer of the lung 
with slightly spindle-shaped, small cells.) The 
bronchogenic carcinomas of “giant-and-spindle-cell” 
type were extremely pleomorphic with varying 
amounts of both components. The “mixed” group 
included tumors in which there was a mixture 
of any two or more of the main histologic types 
in the lung itself. In studying the metastatic lesions, 
additional patterns were noted. In two cases of 
typical anaplastic (oat-cell) carcinoma there were 
definite squamous areas in the metastatic growths 
(Figure 1). 

Despite the previously mentioned shortcomings 
in autopsy reports, a great number of cases were 
very typical both in history and in microscopic 
appearance of excised material, and it can be stated 
without a doubt that among cases in which autopsy 
is done at the Los Angeles County Hospital, the lung 
is the most common site of primary carcinoma. This 
does not mean that it is the most common carcinoma 
occurring in patients in this area. Patients with 
bronchogenic carcinoma, as has been shown, have a 
very short life expectancy after diagnosis, in contrast 
with patients having other common kinds of cancer,” 
and are therefore more likely to die in the hospital 
than those with other tumors, such as cancer of the 
breast or of the stomach. Another factor may be the 
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selection of cases for autopsy, as permission for au- 
topsy is usually sought in the more interesting and 
less obvious causes of death. In Los Angeles vital 
statistics for the year 1950,° primary malignant neo- 
plasm of the lung was listed as the cause of 5.9 per 
cent of all deaths from cancer; in another 3.3 per 
cent the cause was listed as cancer of the lung, but 
whether primary or not was not stated. Cancer of 
the stomach was the cause of death in 11.2 per cent 
of the deaths from cancer, &nd in 11.4 per cent it was 
cancer of the breast. 


CONCLUSION 


Bronchogenic carcinoma is the outstanding cause 
of death from cancer among cases in which autopsy 
is done in the Los Angeles County General Hos- 
pital. To ascertain the true proportion of death 
from primary cancer of the lung in the population 
at large, it would be necessary to have autopsies 
on a reasonable segment of the population, and in 
no case could death be attributed to bronchogenic 
carcinoma unless all other reasonably possible pri- 
mary sites were examined and exculpated. 

1200 North State Street. 
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Rupture of the Gastrointestinal Tract 


Dealing with Lesions Caused by Non-Penetrating Trauma 


RUPTURE OF THE gastrointestinal tract by a blow to 
the abdomen without penetrating trauma is fre- 
quently overlooked or misdiagnosed. There are sev- 
eral reasons for this: (1) The usual period of rela- 
tive quiescence or even of improvement before the 
major symptoms develop, particularly in the case 
of rupture of the small bowel; (2) the difficulty 
in interpretation of the signs and symptoms when 
they do occur; (3) the overshadowing of these signs 
and symptoms by associated injuries. This combina- 
tion of circumstances is reflected in a high mortality 
rate—from 34 to 73 per cent in reports of various 
series totaling more than 1,600 cases. 

Abdominal trauma causes approximately 1 per 
cent of all traumatic deaths. Rupture of the small 
bowel following non-penetrating trauma is ten times 
as frequent as the usually more readily diagnosed 
ruptures of the stomach, colon, biliary and pancre- 
atic tracts.1! Since the injury usually occurs in the 
course of some strenuous occupation, the incidence is 
far greater in males.® 

While more than 99 per cent of the cases of ab- 
dominal trauma seen by the Second Auxiliary Sur- 
gical Group in World War II were due to penetrat- 
ing wounds, in civilian life abdominal injuries are 
more often caused by non-penetrating trauma, as 
they were in 86 per cent of cases observed at Massa- 
chusetts General Hospital.’7 


MECHANISM 


There are four main types of accidents in which 
rupture of the gastrointestinal tract due to non-pene- 
trating trauma occurs: 


1. Transportation accidents in which many forces 
may be applied simultaneously against a fixed object 
or against an object moving in the opposite direction. 


2. Personal encounter accidents in which the sub- 
ject is struck, kicked or falls on his abdomen. 


3. Industrial accidents in which a blunt object 
such as an iron bar, timber or the like may strike 
the abdomen with considerable force. 


From the Surgical Service, San Diego County General Hospital. 
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¢ The possibility of rupture of the gastrointes- 
tinal tract should be considered in every case 
of abdominal trauma, and the patient should 
be carefully observed for a period of 12 to 48 
hours. There are many factors that may confuse 
diagnosis, but in the presence of persistent pain 
and tenderness, persistent or recurring shock, 
fever, leukocytosis, roentgen demonstration of 
free intra-abdominal air, or of other signs of 
peritonitis, operation should be carried out. The 
mortality rate is much higher when definitive 
treatment is delayed more than 12 hours. 


4. Hernia accidents in which the hernia appears to 
predispose to rupture of the bowel either due to 
direct force to the bowel lodged in the hernial sac 
or by indirect force transmitted through the abdo- 
men from the abdominal wall.* 


Because of the mobility of most of the gastro- 
intestinal tract, sharp, sudden blows are more likely 
to cause rupture than is slowly applied pressure. 


There are three chief mechanisms by which non- 
penetrating trauma of the abdomen may produce 
gastrointestinal rupture. Most frequently such rup- 
ture results from a crushing injury in which the 
external force compresses the bowel against the spine 
or pelvic bones. Occasionally tearing injuries may 
result from a violent force applied at a tangent to 
the body. Bursting injuries of the normal gastro- 
intestinal tract are rare. However, that distention of 
the gastrointestinal tract with food, fluid or gas may 
predispose to rupture is evidenced by the fact that 
in many of the cases rupture occurred soon after a 
meal.!° The momentary formation of a closed loop 
makes the bowel more vulnerable." 


RUPTURE OF THE STOMACH 


Rupture of the stomach is rare owing to the mo- 
bility and elasticity of the organ and the protection 
afforded by the rib cage. Symptoms and findings are 
those of perforated peptic ulcer and are usually of 
rapid onset. In more than 80 per cent of the cases 
free air may be observed in x-ray films taken with 
the patient in the upright or the lateral decubitus 
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position. Vomiting with blood in the vomitus may 
occur. Preexisting pathologic change may predis- 
pose to gastric rupture. 


RUPTURE OF THE SMALL BOWEL 


In rupture of the small bowel, the site is more 
often the ileum than the jejunum. The commonest 
sites are in the first two feet of jejunum and the ter- 
minal three feet of ileum, where the bowel is either 
firmly fixed to the posterior abdominal wall or has a 
short mesentery.* Rupture occurs about as often at 
the mesenteric as at the antimesenteric border. Al- 
though usually small, large ruptures sometimes occur, 
and occasionally complete transection. Multiple per- 
foration occurs in about 10 per cent of cases.! 


The duodenum is well protected except for the 
third portion where it lies on the spine,” * and thus 
the incidence of duodenal rupture is much lower than 
in the rest of the small bowel. Most often it takes 
more severe trauma to injure the duodenum than it 
does to cause rupture elsewhere in the small bowel. 
Hence duodenal injury very often is accompanied by 
other traumatic lesions such as rupture of the solid 
viscera.® }*»14 Qne-third to one-half of duodenal 
ruptures are retroperitoneal.’ 


SYMPTOMS OF RUPTURE OF THE SMALL BOWEL 


The most frequent and only constant symptom of 
rupture of the small bowel is abdominal pain with 
tenderness and rigidity, moderate at first but pro- 
gressive and persistent. However, the pain may be 
localized to the site of injury and perhaps be elicited 
only by deep palpation, as it is occasionally in rup- 
ture of the proximal duodenum."! The next most 
frequent symptom is vomiting which is present in 
less than 50 per cent of cases.1! A persistently rapid 
or steadily increasing pulse rate or leukocytosis 
should probably be considered of equal or greater 
importance. Roentgenographic evidence of air be- 
neath the diaphragm or in fine bubbles in the retro- 
peritoneal space is. present in less than half of the 
cases*}® as is external evidence of abdominal 
trauma.'! The patient often has an anxious facial 
expression and may be unusually restless. 


In the majority of cases there are no localizing 
signs or symptoms for the first three to 12 hours or, 
in cases of duodenal injury, even 48 hours—the first 
symptoms being those of peritonitis or retroperito- 
neal cellulitis. Rupture of the intestine is the com- 
monest cause of peritonitis after abdominal trauma 
and, conversely, peritonitis is the commonest clue to 
the diagnosis of rupture of the intestine.* Dia- 
phragmatic irritation with pain referred to the 
shoulder may be present. 
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There are numerous reasons for the lack of 
pathognomonic symptoms in rupture of the small 
bowel. Among the confusing factors is the high co- 
incidence of other severe injuries such as multiple 
fractures and cerebral trauma, and complications 
such as alcoholic intoxication.’ Moreover, usually 
there is a period of delay before the onset of symp- 
toms, often with considerable improvement and re- 
covery from the initial traumatic shock, particularly 
if the rupture is retroperitoneal.” ® Other reasons for 
delayed appearance of signs and symptoms, as cited 
from Zachary Cope by Penberthy® and Poer,’® are: 
(1) Delayed rupture with spillage occurring through 
a sloughing, gangrenous area in the bowel due to a 
severe bruise or to avulsion of the blood supply; 
(2) delayed massive contamination of the peritoneal 
cavity because of paralytic ileus; (3) mechanical 
prevention of leakage and peritoneal contamination 
by the plugging of the opening by the edematous 
mucosa or by the contraction of the circular muscu- 
lature of the divided bowel. 


DIAGNOSIS 


The diagnosis of ruptured small bowel should be 
considered whenever a patient with a history of 
abdominal trauma, in whom chest and kidney lesions 
can be excluded, has one of the following: 


1. Signs of early peritonitis evidenced by persist- 
ent and increasingly severe abdominal pain, present 
more than six hours after injury, and accompanied 
by vomiting, by persistent local rigidity tending to 
extend or by deep local tenderness with shallow res- 
pirations. 


2. Signs of impending vasomotor collapse in the 
presence or absence of abdominal pain as evidenced 
by tachycardia, decreasing blood pressure, diapho- 
resis and pallor in the absence of increasing anemia. 


3. Signs of late peritonitis evidenced by increas- 
ing fever and leukocytosis, generalized abdominal 
tenderness, rigidity, and distention with decrease in 
dullness to percussion over the liver, shifting dullness 
in the flank and tender pelvic peritoneum by rectal 
examination. 


4. Roentgen evidence of subdiaphragmatic or 
retroperitoneal free air. 


In differential diagnosis attempt must be made to 
rule out the various conditions that can simulate rup- 
ture of abdominal viscera such as contusion or rup- 
ture of the kidney and extraperitoneal hemorrhage, 
paralytic ileus or acute gastric dilatation, certain 
spinal cord injuries, hematoma of the rectus muscle 
or hemothorax or pneumothorax.’ * ® 

All patients with a history of abdominal trauma 
should be closely observed for a period of 12 to 48 
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hours with repeated examinations of the abdomen 
and repeated observations of pulse, blood pressure, 
respiration and hemoglobin and leukocyte content of 
the blood.® The mortality rate is twice as high when 
diagnosis is made more than 12 hours after injury as 
it is when definitive treatment is begun earlier.*: 1% 
For that reason if there is strong suspicion of rup- 
ture of the bowel, the relatively slight risk of lapa- 
rotomy should be weighed against the dangers of 
delaying operation. 


PREOPERATIVE AND POSTOPERATIVE TREATMENT 


Gastrointestinal tract suction by a stomach or 
small bowel tube should be begun before operation. 
Administration of blood and fluids by vein, before, 
during and after operation to restore electrolyte 
balance and hydration, and to combat shock, anemia 
and infection is extremely important. The rationale 
of the preoperative institution of antibiotic therapy 
in cases in which there is likelihood of infection 
would seem well founded. 


If plastic peritonitis or the presence of bowel con- 
tents in the abdomen is observed at operation, per- 
foration of a hollow viscus is a certainty. Even 
though one perforation may be located, thorough ex- 
ploration of the abdomen must be carried out, for 
often there are multiple perforations and other intra- 
abdominal injuries.” 1° 


Postoperatively, gastrointestinal suction should be 
continued until ileus is relieved. Blood, glucose, 
fluids, and amino acids should be given parenter- 
ally as indicated by anemia, shock, dehydration, in- 
fection or nutritional deficiency. Because of the like- 
lihood of mixed contamination, antibiotics effectual 
against many kinds of organisms should be given. 
The patient should be kept in semi-Fowler’s position 
and should be made to walk as soon as postoperative 
ileus and peritonitis have cleared. A daily examina- 
tion for evidence of pelvic or subdiaphragmatic ab- 
scess should be made. 
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PROGNOSIS 


In cases of rupture of the duodenum the prognosis 
is extremely poor.® ? The incidence of fistula is high 
in patients who recover. When the injury is else- 
where in the small bowel, the prognosis is more 
favorable; but the lower the site of rupture, the 
higher the mortality rate.* 

3505 Fourth Avenue. 
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Entozyme® in Treatment of Psoriasis 


SEVERAL PANCREATIC EXTRACTS have recently been 
used with some success in the treatment of psoriasis. 
Lipocaic, a product of the pancreas (possibly a hor- 
mone) inhibits fat formation to the extent that in- 
jection of it into dogs after pancreatectomy prevents 
the abnormal fattiness of the liver which usually 
follows that operation. Becker and co-workers! re- 
ported two series of trials with lipocaic for psoriasis. 
They believed that effective treatment would depend 
upon keeping the lipid content of the serum at the 
lower end of the “normal” range. In the first series 
they observed definite improvement in four cases 
after injection of lipocaic but no response in two. 
Lipocaic was administered orally in the second se- 
ries? to 23 patients who were observed for periods 
of from two to 18 months. The lesions cleared in 
7 of the cases and there was some improvement in 
12 but no change in 4. The expected reduction in 
lipid content of the serum did not occur, but the 
lesions cleared more rapidly in patients with low 
serum lipid content than in those with a high content. 

Deproteinated pancreatic extracts containing no 
insulin, histamine, or acetylcholine were used by 
Downing and co-workers,*® who reported beneficial 
effects in 50 per cent of cases. In these and other 
studies the emphasis has been upon replacing and 
supplementing enzymes normal to the metabolism 
of fat. No toxic reaction, renal damage, or abnor- 
malities in the blood have been reported as resulting 
from the use of pancreatic extracts. 

Entozyme,® a pancreatic extract with enteric coat- 
ing in 0.5 gm. tablets, was used by the author in the 
treatment of 36 patients with psoriasis. The usual 
dosage was 3 to 4.5 gm. daily. For 24 patients at the 
Stanford Hospital clinic it was the only treatment 
except for placebos; for 12 patients in private prac- 
tice it was used as an adjuvant to local treatment. 

In all 24 patients treated with Entozyme only, the 
condition had been recalcitrant to all previous treat- 
ment. In four, good response was observed after four 
weeks of treatment; the cholesterol content of the 
blood in these cases was below 300 mg. per 100 cc. 
In 15 other cases there was good response after 
longer periods of treatment, up to three months. In 
7 of these cases the cholesterol content was below 
300 mg. per 100 cc. of blood and in 8 it was higher 

Presented before the Section on Dermatology and Syphilology at 
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ARNE ELY INGELS, M.D., San Francisco 


¢ Entozyme,® a pancreatic extract taken orally, 
was used in 36 cases of psoriasis previously 
recalcitrant to other treatment. In 24 cases 
this extract was the only treatment given, and 
good response occurred in 19 cases within 4 
weeks to 3 months, with complete clearing in 
four cases. In 11 of 12 cases in which local 
treatment was supplemented by Entozyme, le- 
sions cleared in 2 weeks to 3 months or longer. 


than that. In 4 of the 19 cases in which, sooner or 
later, good response occurred, the skin cleared com- 
pletely; and in those 4 cases the cholesterol content 
of the blood was below 300 mg. per 100 ce. 

Likewise recalcitrant to other treatment were the 
12 cases in which local treatment was used in addi- 
tion to Entozyme therapy. In all these cases the 
cholesterol content of the blood was below 300 mg. 
per 100 cc. The lesions cleared in two patients after 
two weeks, in three after four weeks, and in four 
within three months. In two, after more than three 
months of Entozyme and local therapy, involution 
of lesions was sudden and rapid. 


Placebos were substituted for Entozyme tablets in 
five cases after improvement had occurred. They 
were given for periods of three to four weeks and in 
that time two of the patients had flare-up of disease, 
two had no change and one continued to improve. 

There were few undesirable effects from the use 
of Entozyme. Two patients who stopped taking it 
because of gastrointestinal distress were able to re- 
sume it without further disturbance after it had been 
emphasized that the drug must be taken at the end 
of each meal. Four patients reported aggravation of 
chronic constipation. In two cases aggravation of 
psoriasis occurred during Entozyme therapy. 

Results in so small a series are not conclusive, of 
course, for psoriasis is sometimes influenced by psy- 
chic factors or may abate spontaneously. 

490 Post Street. 
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Pseudomonas Aeruginosa Infections of the Eye 


THE DEVASTATING EFFECTS of infection of the eye 
by Pseudomonas aeruginosa (Bacillus pyocyaneus) 
have received much comment in ophthalmological 
literature. The most common form of infection is 
corneal ulcer, which spreads with frightening rapid- 
ity to panophthalmitis. The infection often follows 
penetration of the cornea by a foreign body which 
becomes embedded there. The ulcer usually becomes 
necrotic and is resistant to ordinary therapy. A hypo- 
pyon forms and perforation occurs with resultant 
intraocular involvement. In the majority of cases 
loss of useful vision in the affected eye ensues or 
evisceration may be necessary. 


Ps. aeruginosa has been reported as an uncommon 
cause of other infections of the eye and ocular 
adnexa. Jacobi’® stated that the first published report 
(1885) of Ps. aeruginosa infection in the ophthal- 
mologic literature was that of a case of dacryocys- 
titis; he did not cite the reference. Terson**® reported 
a case of dacryocystitis due to Ps. aeruginosa in 
1895. Seven cases of conjunctivitis associated with 
Ps. aeruginosa have been recorded. Of these, five 
occurred in newborn infants,*® * 17 41 two in adults. 
The case reported by Derby® was associated with 
meibomitis. In 1943 McCulloch reported one case 
of meibomitis, one of endophthalmitis following iri- 
dectomy, and one of infection following trephining, 

all thought to be caused by Ps. aeruginosa. 


The first report of a corneal ulcer due to Ps. aeru- 
ginosa was that in 1891 of Sattler,** who, after iso- 
lating the causative organism, stated: “If we now 
compare the depicted bacteria with some of the 
known bacterial species that have been identified we 
see that it offers by far the greatest agreement with 
the bacillus pyocyaneus. I have had the opportunity 
to make a number of corneal inoculations and hypo- 
dermic injections in rats and mice with several cul- 
tures that I obtained from the Institute of Hygiene 
and am now convinced that results agree to a very 
striking degree with the picture that I have described 
above.” Since this first report, many cases of cor- 
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¢ Pseudomonas aeruginosa seldom invades the 
body except in persons or in organs lacking 
natural defenses, and usually the infection is 
chronic rather than acute, evoking little sys- 
temic response. When introduced into the cor- 
nea, however, as in penetration by a foreign 
body or in contaminated medicines, it acts with 
extreme virulence, in many cases causing blind- 
ness and even necessitating enucleation. 

Although many attempts at control of Ps. 
aeruginosa, even with powerful antibiotics, 
have been unsuccessful, polymyxin B appeared 
to have good effect and was tested in experi- 
mental infection of the cornea in rabbits. 

It was demonstrated by preliminary studies 
in vitro that polymyxin B was effective against 
nine strains of Ps. aeruginosa which on inocula- 
tion caused rapidly progressive ulcers in the 
corneas of rabbits. 

A strain of proved virulence was introduced 
into both eyes of each of 18 rabbits. The left 
eyes only were treated with subconjunctival in- 
jections at 48-hour intervals of a solution of 
polymyxin B, to which epinephrine was added 
as a vasoconstrictor to prevent rapid disper- 
sion. The right eyes remained untreated as con- 
trols. 

In five of the six rabbits treated immediately 
after inoculation, the treated eyes remained 
clear, while moderate infiltration developed in 
the sixth. In the six rabbits not treated for 24 
hours after inoculation, ulcers developed but 
remained localized during therapy. In those not 

‘treated for 48 hours after inoculation, ulcers 
developed before treatment began but did not 
spread as rapidly as in the controls. 

Hyaluronidase was added to the preparation 
for half the rabbits in each group but had no 
perceptible beneficial effect. 


neal infection have been published. Mauersberg 
(1910) ,?8 Jacobi (1912),! Morelli (1922),8° Gar- 
retson and Cosgrove (1927),!4 and Joy (1942),?? 
have presented excellent summaries of a total of 64 
cases occurring prior to 1939. In the interval 1939- 
1952, an additional 40 cases have been noted.* 


*References 1, 4, 5, 7, 23, 24, 27, 33, 40, 44, 45. 
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The relative increase in the number of reported 
cases during this latter period may be due partly 
to improvement in the methods of bacteriologic 
examination and diagnosis coincident with the onset 
of the antibiotic era. 


PATHOGENESIS 


Although almost all infections of the eye due to 
Ps, aeruginosa are exogenous, Jacobi!® cited a case 
reported by Pergens in which a metastatic orbital 
abscess was found to contain Ps. aeruginosa. This is 
the only recorded case of endogenous Ps. aeruginosa 
infection of the eye or its adnexa in a human being. 
Panas** demonstrated that Ps. aeruginosa may enter 
the eye of rabbits from the blood stream. He recov- 
ered Ps. aeruginosa from the aqueous humor of 
rabbits injected intravenously with cultures of this 
organism and believed that a predisposing factor 
for the immigration of the organism was irritation 
of the eye. However, Stock*? produced nodular iritis 
and disseminated choroiditis in rabbits without irri- 
tation of the eye by injecting Ps. aeruginosa into a 
vein of the ear. 


Most infections of the eye with Ps. aeruginosa fol- 
low mechanical, chemical or thermal injury to the 
eye. It is believed that Ps. aeruginosa is an “oppor- 
tunist,” having no invasive power of its own, being 
ordinarily controlled by the defenses of the body. 


Regarding infection elsewhere in the body, Jawetz?° 
wrote: “Should these defenses not be developed as 
in infants, or break down, as in debilitated persons, 
or should the bacillus be introduced passively into 
areas devoid of adequate natural defense mechan- 
isms, it can set up an infection.” As such infection 
elsewhere in the body is characterized by chronicity 
and by the fact that it evokes little systemic response 
and rarely disseminates, it is curious that in the 
cornea it should attain extreme virulence once the 
“opportunity” to gain a foothold has occurred. 
The opportunity for invasion is often presented 
to the organism by the physician himself. Introduc- 
tion of Ps. aeruginosa into an abrasion of the cornea 
is a major source of infection. Allen mentioned four 
cases of keratitis due to Ps. aeruginosa which were 
thought to be caused by contaminated sulfonamide 
stock solution in an industrial plant dispensary.** 
Garretson and Cosgrove reported seven cases in an- 
other industrial plant following removal of foreign 
bodies from the cornea; they assumed that the most 
likely source of infection was the 4 per cent boric 
acid solution used in the first aid room. Lepard** 
reported two cases of ulcerative keratitis due to 
Ps. aeruginosa which were thought to be caused by 
contaminated fluorescein solution. Thygeson** re- 
ported an ulcer of the cornea attributed to the same 
origin, and three similar cases have recently oc- 
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curred in an industrial plant in the San Francisco 
Bay Area.*° McCulloch”® listed 18 cases in which Ps. 
aeruginosa had been identified on culture of mate- 
rial from the conjunctiva, in five of which contami- 
nated eyedrops had been used, contaminated physo- 
stigmine solution in four, and contaminated fluores- 
cein solution in one. In these cases the organism ap- 
peared to have caused two cases of corneal ulcer, 
one of endophthalmitis following iridectomy, one of 
meibomitis, and one of infection after trephining. 
Bignell*! reported ten cases of infection of the cor- 
nea, noting that four cases occurred in one medical 
center and four in another. He urged regular steril- 
ization of penicillin drop dispensers. 

Many cases of corneal infection with Ps. aerugi- 
nosa at the site of injury are not directly traceable 
to any one source, and it is of course impossible to 
institute prophylactic measures for these. However, 
the incidence of “office infections” can be decreased 
by assuring the sterility of medicine containers. Be- 
sides the solutions already mentioned, McCulloch?® 
noted contamination with Ps. aeruginosa in solutions 
of Pontocaine,® pilocarpine, ethylmorphine, scopo- 
lamine and atropine. In addition, cortisone solution 
is known to have been contaminated by the organism. 

There have been cases of ulcerative keratitis of 
the eye due to Ps. aeruginosa in which apparently 
no corneal injury had been sustained. In 1899 Bietti 
reported a case caused by a blow upon the eye with 
a fist in which no corneal lesion was visible. Axen- 
feld? in 1917 was impressed by the toxic action of 
the organism, and discussed a case in which he made 
no mention of corneal injury. Ohm*! noted one case 
in which the precipitating factor was thought to be 
drying of the cornea. Guyton’® and Giannini’ each 
reported a case in which no history of corneal injury 
was obtained. Braley noted five cases of rather severe 
burns, in which infection of the skin with Ps. aeru- 
ginosa extended to the eye. 


INVASIVENESS OF THE ORGANISM 


A high degree of variation exists in the invasive- 
ness found in the many strains of Ps. aeruginosa. 
Some strains have proven relatively innocuous, while 
others are so highly invasive that Herrenheiser’® 
considered them the most dangerous of the pyogenic 
organisms of the eye. Despite the wide variety of 
methods utilized in combating the infection, Joy” 
said: “It is probable that the degree of virulence of 
the organism is more responsible for the outcome 
than is any particular form of therapy.” This state- 
ment would appear to be borne out by the many 
failures in treatment. Indeed, similar infections of 
the urinary tract, the meninges, the middle ear, and 
those of surgical wounds have stubbornly resisted 
the barrage of therapeutic agents employed against 
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them. It is thought that the diversified nutritional 
ability of Ps. aeruginosa enables the organism to 
circumvent the action of most antibacterial agents. 

These findings, combined with the fact that Ps. 
aeruginosa itself produces bactericidal substances, 
have stimulated a great deal of experimental and 
clinical research with this organism. In 1860 For- 
dos’? isolated the blue pigment pyocyanine from 
cultures of Ps. aeruginosa. This has proven to have 
antibacterial properties. It has since been shown by 
Wrede and Strack*® to be only one of the antibac- 
terial agents produced by this organism. The others 
as listed by Florey et al.'! include the “pyo” prod- 
ucts, of which there are four, as well as pyolipic 
acid, and hemipyocyanin. 

In 1893, Rumpf reported beneficial results after 
injections of solutions of killed Ps. aeruginosa into 
patients with typhoid fever, according to Florey the 
first example of the treatment of human disease by 
the injection of products from an organism other 
than that which caused the disease. Emmerich and 
Loéw® were the first to report on the antibacterial 
effectiveness of a crude extract of old cultures of Ps. 
aeruginosa. They called this preparation pyocya- 
nase. Escherich’® reported successful use of pyo- 
cyanase in treating diphtheria, and Lowenstein?’ re- 
ported the successful treatment of various infections 
of the eye and conjunctiva. 


In discussing contamination of medicines with Ps. 
aeruginosa, McCulloch** made the interesting ob- 
servation that if a solution contained Ps. aeruginosa 
it nearly always yielded a pure culture of the bacil- 
lus. Thygeson** observed in a case of meibomitis 
that culture of the lid margin disclosed “‘no staphylo- 
cocci at all, not even non-pathogenic strains.” 


REVIEW AND PRESENT STATUS OF THERAPY 


Because of the persistence of Ps. aeruginosa and 
its ability to acquire resistance,!* a wide variety of 
therapeutic agents have been employed against it 
with little success: hot compresses, bichloride of 
mercury, boric acid, pilocarpine, and Mercuro- 
chrome,® among others. Joy?” was the first to intro- 
duce sulfa therapy into the ever-growing list of 
agents. He showed that large doses of sodium sulfa- 
pyridine fed prophylactically to rabbits was of defi- 
nite value in retarding infection, although the re- 
sponse progressively decreased with an increase in 
the interval between the inoculation and the insti- 
tution of therapy. Good results were obtained when 
the agent was given orally before inoculation or 
within six hours after, but if it was not given within 
18 hours the results were not significant. The work 
of Robson and Scott*® also emphasizes the necessity 
for promptness in instituting therapy: Using instil- 
lations of 30 per cent solution of sodium sulfaceta- 
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mide four or five times daily for experimentally 
induced lesions of the cornea, they found that if the 
instillations were begun within five hours after 
inoculation, favorable results could be attained; 
but if not until twelve hours had elapsed, the results 
were minimal. 


Seeking a therapeutic procedure that would act 
rapidly and adequately against organisms that have 
penetrated into the stroma of the cornea, Von Sall- 
mann** attempted a combination of oral sulfa ther- 
apy with local sulfa drugs introduced by iontophore- 
sis. He used sulfapyridine, sulfadiazine and sulfa- 
cetamide on experimentally induced lesions in rab- 
bits, and found that sulfadiazine entered the eye in 
greater amounts than the other drugs. The most fav- 
orable results were obtained by using a combina- 
tion of sodium sulfadiazine introduced iontophoretic- 
ally and sulfadiazine powder given locally and orally 
24 to 30 hours after inoculation. 


Reports conflict as to the efficacy of penicillin 
therapy. Juler and Young”* treated a case with lo- 
cally applied penicillin drops without beneficial 
effect. Sorsby*® likewise reported no response to 
penicillin administered subconjunctivally (one mil- 
lion units at intervals of 24 to 48 hours). Alpert," 
however, succeeded in curing ring abscess of the cor- 
nea caused by Ps. aeruginosa with injections of 75 
units of penicillin into the anterior chamber of the 
affected eye combined with oral doses of sulfadia- 
zine. Pendexter** treated a case with penicillin drops 
and intramuscular injection of penicillin; the ulcer 
healed and the vision was recorded as 20/200 three 
months after onset. Despite the use of streptomycin, 
penicillin, and Saemish section, however, Maschler?* 
was unable to restore vision in an ulcerated eye, 
although removal of the eye was not necessary. 


In a recent report Bignell* stressed the import- 
ance of clinical recognition of infection and institu- 
tion of early and continued treatment. He obtained 
good results by subconjunctival administration of 
streptomycin plus streptomycin drops. He continued 
this therapy until “no dead white infiltration” re- 
mained. 


Despite these successful results with sulfonamid, 
penicillin and streptomycin, most strains of Ps. aeru- 
ginosa have recently been shown to be resistant to 
these drugs in vitro.'* It has also been shown that the 
most effective antimicrobial agent now available for 
the suppression of this organism is polymyxin.”" ** 
Wiggins*® found polymyxin to be more effective 
than either aureomycin or streptomycin against 85 
strains of Ps. aeruginosa in vitro. He also obtained 
beneficial effects upon severe experimental Ps. aeru- 
ginosa infection of the cornea in rabbits when poly- 
myxin was started as late as 24 hours after inocu- 
lation. Ross,** in a similar trial, was unable to con- 
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clude that polymyxin was of practical value, but 
Braley pointed out that in Ross’s experiment the 
infection was much more severe and therefore re- 
sults would not be expected to be as good as those 
obtained by Wiggins. 

Miller and Long”® treated a case of Ps. aeruginosa 
infection of the eye with polymyxin given intra- 
muscularly and in an eye bath in addition to strepto- 
kinase and streptodornase, the latter being used be- 
cause of a thick mucopurulent exudate. Some vision 
was retained in the affected eye and they expressed 
the opinion that if therapy had been instituted 
earlier, a better result could have been obtained. 

Jawetz”° stated: “Polymyxin B does not permit 
readily the development of resistance in populations 
of microorganisms exposed to its action.” He showed 
that in only one of a series of 35 cases of Ps. aeru- 
ginosa infection of various portions of the body 
did the bacteria reappear during a short course of 
treatment with polymyxin. 


It would seem, therefore, that some form of treat- 
ment with polymyxin might be effective against Ps. 
aeruginosa in ulceration of the cornea. With this in 
mind, the effect of polymyxin was tested in vitro 
and on experimental Ps. aeruginosa infections of the 
cornea in rabbits. 


EXPERIMENTAL STUDIES 


A. Sensitivity Tests in Vitro 
1. Disc sensitivity tests: 


Nine strains of Ps. aeruginosa isolated from pa- 
tients at the University of California Hospital were 
used. The 24-hour growth of the organism on pro- 
teose No. 3 slants was suspended in 0.9 per cent 
saline solution. A 10* dilution of this suspension 
was evenly spread over. proteose No. 3 agar plates 
and discs of filter paper containing 5 mcg., 10 mcg., 
and 30 mcg. respectively of polymyxin were placed 
upon each plate. The plates were incubated at 37 
degrees C. for 18 hours. The presence of a zone of 
inhibition surrounding the discs was taken as quali- 
tative evidence of the sensitivity of the strain of Ps. 
aeruginosa to polymyxin. 

With all nine strains zones of inhibition sur- 
rounded the three discs on each plate. The largest 
zone of inhibition was noted about the 30 mcg. disc. 


2. Tube dilution sensitivity tests: 


Nine strains of the organism were tested against 
serial twofold dilutions of polymyxin, 0.2 ml. of the 
10* dilution of each strain being placed in ten tubes 
containing 2 ml. of sterile proteose No. 3 broth and 
the serial dilutions of polymyxin. Turbidity indicated 
resistance of the strain to polymyxin as diluted. The 
results of this test are given in Table 1. 
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TABLE 1.—Tube tests of sensitivity of nine strains of Ps. aerugi- 
nosa to serial dilutions of polymyxin B sulfate 


Survival 
of Strains 
None 
250 (Dilution of 1) land9 
125 (Dilution of2) land9 

63 (Dilution of 3) All 

31 (Dilutionof4) All 

16 (Dilution of 5) ~— All 
8 (Dilution of 6) All 
4 (Dilution of7) All 
2 (Dilution of 8) All 
1 (Dilution of 9) All 


Units of Polymyxin 
in 2 MI. of Broth 


Two loopsful from the tubes showing no turbidity 
were subcultured in sterile broth containing no 
antibiotic. None of the subcultured tubes showed 
turbidity after 72 hours of incubation at 37 degrees 
C. This indicated that the polymyxin had a bacteri- 
cidal, rather than a bacteriostatic effect upon all the 
strains of Ps. aeruginosa tested. 


B. Virulence Tests in Vivo 
1. Plate counts: 


In order to determine the approximate number of 
organisms to be inoculated into the corneas of test 
rabbits, plate counts were made of three dilutions of 
each of the nine strains of the organism. One ml. 
of a 10+ dilution of each was placed in nine separate 
petri dishes and mixed with melted agar (45 de- 
grees C.). After cooling, the plates were incubated 
at 37 degrees C. for 24 hours and the colonies 
counted through a 3-power magnifying lens. Similar 
counts were made upon the 10° and the 10° dilu- 
tions. 

Plates having between 30 and 300 colonies each 
were used in determining the number of organisms 
per milliliter of inoculum. 

It is estimated that on the average 0.02 ml. of the 
10* dilution of each of the nine strains contained 
approximately 200 organisms. 


2. Inoculation of rabbit corneas: 


Intracorneal inoculations containing 0.02 ml. of 
the 10+ dilution of each of the nine strains of Ps. 
aeruginosa were made. Within 24 hours a very defi- 
nite corneal ulcer was visible in all eyes. The infec- 
tions were observed for four days. and were seen 
to progress rapidly to involve the entire cornea in 
all cases. 


C. Local Treatment of Experimentally Produced Ps. 
Aeruginosa Injections of Rabbit Corneas 


1. Methods: 


One virulent strain of Ps. aeruginosa was selected 
from the nine strains previously tested. Intracorneal 
inoculations of both eyes of 18 rabbits were made, 
each inoculation containing 0.02 ml. of a 10° dilu- 
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tion, in 0.9 per cent saline solution, of a 24-hour cul- 
ture of the strain (approximately 50 organisms in 
each cornea). 

Six rabbits received treatment immediately after 
inoculation with the organisms. Six were not treated 
until 24 hours after inoculation, and the remaining 
six received no treatment for 48 hours. Treatments 
in all cases were continued for six days. 

Half the rabbits in each group received subcon- 
junctival injections containing 200,000 units (20 
mg.) of polymyxin, in 0.5 ml. of 0.9 per cent saline 
solution. To retard dispersion of the drug by the 
circulation, 0.1 ml. of a 1:1000 solution of epineph- 
rine was added as a vasoconstrictor. Only the left 
eyes were treated, the right eyes serving as controls. 
The injections were repeated at 48-hour intervals. 

The other rabbits in each group received subcon- 
junctival injections containing exactly the same 
combination of polymyxin and epinephrine. To pro- 
mote more rapid infiltration of the antibiotic to 
the deeper levels of infection, 0.05 ml. of hyaluroni- 
dase (containing 10 turbidity-reducing units) was 
added to the preparation. In these rabbits also, only 
the left eyes were treated, and the injections were 
repeated at 48-hour intervals. 


2. Results: 


In the rabbits treated immediately after inocula- 
tion all six control eyes became infected and cor- 
neal ulcers developed. These ulcers were easily vis- 
ible within 24 hours and by 48 hours had extended 
over the entire cornea. The three eyes treated only 
with polymyxin plus epinephrine remained clear 
and showed no evidence of infection of the cornea. 
Two of the three eyes treated with polymyxin, epi- 
nephrine, and hyaluronidase remained clear. In the 
third eye a moderate infiltration developed in the 
cornea, which became hazy, although no discharge 
was noted; this effect subsided somewhat after the 
third injection. 

In the rabbits treated from 24 hours after inocu- 
lation, all six control eyes became infected and rap- 
idly progressive corneal ulcers developed. In the 
other six eyes circumscribed ulcers of the cornea 3 to 
5 mm. in diameter developed but remained local- 
ized throughout the six-day course of therapy with 
minimal discharge. No significant difference was 
noted between the three eyes which had been treated 
with hyaluronidase and the three which had not. 

In the rabbits which received no treatment for 48 
hours after inoculation, four of the six control eyes 
became infected and rapidly progressive corneal 
ulcers developed, while the other two eyes remained 
clear. In all six treated eyes rather large corneal 
ulcers developed before treatment was begun, but by 
comparison with the controls it was concluded that 
the treatment checked the further spread of the 
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infection. No significant difference was noted in the 
eyes treated with hyaluronidase. 

It is possible that the action of hyaluronidase 
contributed to the further spread of the infecting 
organisms as well as the polymyxin. It is believed 
that a significant change in the results might be 
attained by larger doses. 

The high concentration of polymyxin in the in- 
jections caused a chemical irritation of the con- 
junctiva, but this subsided in the 48-hour periods 
between injections. 

1283 Third Avenue. 


REFERENCES 


1. Alpert, D. R.: Intraocular injection of penicillin in a 
case of ring abscess of the cornea, Am. J. Ophth., 28:64, 
1945. 


2. Axenfeld, T.: Hypopyon keratitis produced by B. pyo- 
cyaneus, Deutsche med. Wchnschr., 43:183, 1917. 

3. Bietti, A.: Il bacillo piocianico nel cheratopopio, Ann. 
di ottal. e clin. ocul., 38:203, 1899. 


4. Bignell, J. L.: Infection of the cornea with B. pyo- 
cyaneus, Brit. J. Ophth., 35:419, 195F. 

5. Brown, E. H.: Therapeutic experiences with corneal 
ulcer due to B. pyocyaneus, Arch. Ophth., 30:221, 1943. 


6. Brown-Pusey, C.: Conjunctivitis associated with B. pyo- 
cyaneus in an adult. B. pyocyaneus found in a normal con- 
junctival sac, Arch. Ophth., 37:683, 1908. 

7. Case records of the University of California Hospital, 
Department of Ophthalmology, 1945-1952, inclusive. 

8. Derby, G. S.: The B. pyocyaneus found in a case of 
conjunctivitis, Am. J. Ophth., 22:1, 1905. 

9. Emmerich, R., and Léw, O.: Bakteriolytische enzyme 
als Ursache der Erworgenden immunitat und die Heilung 
von Infektionskrankheiten Durch Dieselben. Ztschr. Hyg. 
Infektkr., 31:1, 1899. 

10. Escherich, T.: Die Verwendung der pyozyanase bei 
der Behandlung der Epidemisemen Sauglingsgrippe und der 
meningitis cerebrospinalis, Wien. klin. Wchnschr., 19:751, 
1906. 

11. Florey, H., et al.: Antibiotics, Oxford Univ. Press, 
London, 1949: pp. 10 et seq. 

12. Fordos, M.: Chimie appliquée—recherches sur la ma- 


tiére colorante des suppurations bleves: pyocyanine, Compt. 
rend. Acad. d. sc. Paris, 51:215, 1860. 

13. Frank, P., Wilcox, C., and Finland, M.: In vitro 
sensitivity of B. proteus and Ps. aeruginosa to seven anti- 
biotics, J. Lab. & Clin. Med., 35:305, 1950. 

14, Garretson and Cosgrove: Ulceration of the cornea due 
to B. pyocyaneus, J.A.M.A., 88:700, 1927. 

15. Giannini, D.: Contributo clinico e bacteriologico allo 
studio delle ulceri corneali da piocianeo, Ann. di ottal. e 
clin. ocul., 62:869, 1934. 

16. Guyton, J. S.: The use of sulfanilamide compounds in 
ophthalmology, Am. J. Ophth., 22:833, 1939. 

17. Hanke, V., and Tertsch, R.: Einige seltene infectio- 
nen des Auges, Klin. Monatsbl. f. Augenh., 45:545, 1907(2). 

18. Herrenheiser, J.: Uber Metastatische entziindungen 
im auge und die ‘Retinitis Septica’ (Roth), Prager Ztschr. 
f. Heilkunde, 14:41, 1893. 

19. Jacobi, P.: Uber einem Fall von ulcus corneae hervor- 
gerufen durch den B. pyocyaneus, Thesis, Heidelberg, G. 
Geier, 1912. 

20. Jawetz, E.: Infections with Ps. aeruginosa treated 
with polymyxin B, Arch. Int. Med., 89:90, 1952. 

21. Jawetz, E., and Coleman, V. R.: Laboratory a 


clinical observations on Aerosporin (polymyxin B), J. 
and Clin. Med., 34:751, 1949, 


CALIFORNIA MEDICINE 





22. Joy, H. H.: Sulfapyridine in experimental pyocyaneus 
infection in the cornea, Proc. Soc. Exper. Biol. & Med., 45: 
709, 1940. 


23. Juler, F., and Young, M. Y.: The treatment of septic 
ulcer of the cornea by local applications of penicillin, Brit. 
J. Ophth., 29:312, 1945. 


24, Lepard, C. W.: Corneal ulcer due to B. pyocyaneus, 
Arch. Ophth., 25:1079, 1941. 


25. Lowenstein, A.: Uber die Einwirkung der pyocyanase 
auf die Bakterien des Auges, Deutsche med. Wchnschr., 
23 (2) :1575, 1908;* iiber regionare anasthesie in der Orbita, 
Klin. Mbl. Augenh., 46:592, 1908.» 

26. McCulloch, J. C.: Origin and pathogenicity of Ps. 
pyocyanea in conjunctival sac, Arch. Ophth., 29:924, 1943. 

27. Maschler, J.: A case of pyocyaneus ring abscess of the 


cornea treated with streptomycin, Brit. J. Ophth., 32:426, 
1940. 


28. Mauersberg, P.: Hypopyon keratitis hervorgerufen 
durch den B. pyocyaneus, Ztschr. f. Augenh., 24:299, 1910. 


29. Miller, J. H., and Long, P. H.: Surgical principles 
involved in the clinical use of streptokinase and strepto- 
dornase, Post Graduate Med., 2:191, 1952. 

30. Morelli, E.: Contributo allo studio del cherato ipo- 
pion, Arch. di ottal., 29:285, 1922. 

31. Ohm, J.: Pyozyaneus infektion der Hornhaut, Klin. 
Montsbl. f. Augenh., 78:62, 1927. 


32. Panas: Blessures du globe et de l’orbite par armes 
a feu, Archiv. d’ophth., 22:157, 1902. 


33. Pendexter, S. E.: B. pyocyaneus corneal ulcer treated 
with penicillin, Am. J. Ophth., 31:862, 1948. 
34. Pulaski, E., Baker, H., Rosenberg, M. E., and Con- 


nell, J. F.: Laboratory and clinical studies of polymyxin B 
and E, J. Clin. Invest., 28:1028, 1949. 


VOL. 79, NO. 6 + DECEMBER 1953 


35. Robson, J. H., and Scott, G. I.: Local treatment of 
experimental pyocyaneus ulcer of the cornea with Albucid 
Soluble, Nature (London), 148:167, 1941. 

36. Ross, J.: Polymyxin in experimental ocular Ps. aeru- 
ginosa infections, Am. J. Ophth., 35:82, 1952. 

37. Rumpf, T.: Die Behandlung des Typhus abdominaus 
mit abgetédteten culturen des Bacillus pyocyaneus, Deutsche 
med. Wchnschr., 19:987, 1893. 

38. Sattler, H.: Uber Bacillen Panophthalmitis Bericht, 
Versammlung Ophth. Gesellsch., Heidelberg, 21:201, 1891. 

39. Sorsby, A., and Burn, R. A.: Treatment of infected 
corneal ulcer by subconjunctival injection of penicillin in 
dogs of 1,000,000 units, Brit. J. Ophth., 34:16, 1950. 

40. Steinmetz, J.: Personal communication, 1952. 

41. Stock, W.: Experimentelle untersuchungen iiber Lo- 
kalisation endogener, etc., Klin. Montsbl. f. Augenh., 41:81, 
1903. 

42. Stephenson, S.: 
1907, p. 62. 

43. Terson, A. (cited by Jaulin, M.): Sur la tuberculose 
de l'appareil lacrymal, Thesis, Paris, No. 399, 1895. 

44. Thygeson, P.: Personal communication, 1952. 

45. Vaughan, D.: Personal communication, 1952. 


46. Von Herff: Cited in T. Axenfeld, Bacteriology of the 
Eye, Bailliere, Tindall & Cox, London, 1908, p. 311. 


47. Von Sallmann, L.: Sulfadiazine iontophoresis in pyo- 
cyaneus infection of rabbit corneas, Amer. J. Ophth., 25: 
1292, 1942. 

48. Wiggins, R. L.: Experimental studies on the eye 
with polymyxin B, with discussion by Allen and Braley, 
Am. J. Ophth., 35:83, 1952. 

49. Wrede, F., and Strack, E.: Uber das pyocyanin den 
blauen Farbstoff des Bacillus pyocyaneus, I., Hoppe-Seylers 
Ztschr. f. Physiol. Chem., 140:1, 1924. 


Ophthalmia Neonatorum, London, 





Mandibular Herpes Zoster 


With Report on the Use of Cortisone in a Case with 
Geniculate Ganglion Symptoms 


SINCE CEPHALIC HERPES, including Ramsay Hunt’s 
syndrome, is a manifestation of herpes zoster still 
not completely understood, the present communica- 
tion deals with the present concept of Hunt’s syn- 
drome and some of the overlapping features of this 
disease and other kinds of cephalic herpes. In a case 
herein reported upon, cortisone was administered to 
determine its efficacy. 

Herpes zoster is an acute specific virogenic infec- 
tion usually occurring sporadically, although some- 
times in small epidemics. The acute phase lasts a 
few days to several weeks. The virus is closely 
related to that of varicella and may be identical. 
Various factors seem to predispose to this disease 
such as exposure, fatigue, trauma, debilitation, sep- 
tic states and (formerly) treatment with heavy 
metals. One attack confers definite and lasting im- 
munity. Rabbiner”® stated that it is a comparatively 
uncommon disease and that a case he reported upon 
was the first in 43,521 cases of disease of the ear 
observed on the otolaryngological service of the 
New York Post-Graduate Hospital. However, it 
would appear to be more common than stated inas- 
much as in many cases the symptoms may not be 
full-blown and misdiagnosis is a possibility. 

The disease is characterized by early symptoms 
such as fever, malaise and various paresthesias 
which may include very severe pain in the involved 
segmental epidermal or mucosal areas. Although it 
most often affects sensory ganglia and nerves, there 
may be involvement of motor nerves. If the facial 
nerve is involved, paralysis may precede or follow 
the eruption. Within a few days the characteristic 
lesions, indistinguishable from those of varicella, 
appear. The sp‘nal fluid contains an increased num- 
ber of lymphocytes. The course is usually rapid, 
diminution of the pain and resolution of the epi- 
dermal and mucosal lesions occurring within a few 
days of onset. 

Sequelae, although they are rare, may include 
prolonged neuralgia, noted particularly in aged 
and debilitated persons, and motor palsy. If the 
ophthalmic division of the trigeminal nerve is in- 
volved, serious damage to the eye may result. 


a the Department of Otolaryngology, College of Medical Evan- 
gelists. 
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IRVING M. SHEVICK, M.D., North Hollywood 


¢ Herpes zoster, an acute specific viral infec- 
tion, occurs more commonly than is generally 
supposed. It should be differentiated from other 
diseases involving the ear and skin; it must be 
considered as a possible etiologic agent in 
some palsies of the facial, glossopharyngeal or 
vagal nerves. 

The type of cephalic herpes zoster should be 
carefully differentiated; cases involving the 
“geniculate zone" may be other than "Ramsay 
Hunt's syndrome.” This syndrome is now de- 
fined as a herpes zoster eruption of the external 
ear at the "geniculate zone” with involvement 
of the seventh or seventh and eighth nerves. 

The "'topognostic’’ method is the best for 
determining the level at which the facial nerve 
has been affected. 

It is questioned whether there is a single out- 
standing therapeutic agent for this disease. 
Cortisone had no apparent therapeutic effect 
in a case reported herein. 


Herpes zoster should be differentiated from ex- 
ternal otitis, mastoiditis, labyrinthitis, erysipelas 
and diseases which are characterized by vesicula- 
tion. It is believed that some cases of idiopathic 
facial palsy and palsies of the glossopharyngeal 
and vagal nerves may be aberrant cases of herpes 
zoster. Certainly before the characteristic lesions 
occur the diagnosis may not be very apparent. 

The present concept of Ramsay Hunt’s syndrome 
includes a zoster eruption of the external ear at the 
“geniculate zone” associated with involvement of 
the seventh or seventh and eighth nerves. 

Although the disease has been known since early 
times, Von Baerensprung in 1861 was the first to 
demonstrate the lesion in the spinal ganglia. Head 
and Campbell'® in 1900, in a large series of cases 
studied at autopsy, noted involvement not only of 
the posterior root ganglia but also of the posterior 
nerve roots, the corresponding peripheral nerves 
and the ascending fibers in the posterior columns 
of the spinal cord. The chief pathological features 
were pronounced inflammatory and hemorrhagic 
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reaction followed by destruction of the neural tis- 
sue, resolution and development of fibrous tissue at 
the site of destruction. Definite affinity for sensory 
cranial or spinal ganglia and the corresponding neu- 
ral distribution was noted. Lever”? stated that the 
dermal lesions of varicella and herpes zoster, micro- 
scopically observed, are very similar. In both there 
is pronounced degeneration of the epidermal cells 
producing a “ballooning degeneration” and a uni- 
locular vesicle. He expressed belief that the causa- 
tive viruses are identical. 

Denny-Brown and co-workers,’ in reporting upon 
autopsy in a case of occipitocollar and auricular 
herpes with seventh nerve palsy, noted that the 
geniculate ganglion was normal and that there was 
patchy lymphocytic infiltration in the facial nerve. 
Thus they established that the geniculate ganglion 
is not the site of the lesion in certain cases of Ram- 
say Hunt’s syndrome. 

Hunt'® in the early part of this century directed 
much attention to herpes zoster involving the head 
and neck. He elaborated on the herpetic inflamma- 
tion of the geniculate ganglion and classified the 
involvement of this ganglion into four types of in- 
creasing severity: (a) herpes oticus, (b) herpes 
oticus with facial palsy, (c) herpes oticus with 
facial palsy and hypoacusis, (d) herpes oticus with 
facial palsy and Meniere’s complex. 

The distribution of the herpetic eruption involved 
one or more of the following areas: the facial, 
auricular or occipitocollar.'‘* Hunt believed that 
the inflammation involved one or more of several 
ganglia including the gasserian, geniculate, cervical, 
acoustic, glossopharyngeal and vagal ganglia.'® 

The zoster area for the geniculate ganglion was 
thought to include the following: “the tympanic 
membrane, the external auditory canal and meatus, 
the concha, tragus, anti-tragus, lobe of the ear 
(external surface), anthelix, and the fossa of the 
anthelix.”!¢ 

Hunt'® believed that in cases in which seventh 
nerve palsy was present with facial or occipito- 
collar herpes, the geniculate ganglion was involved 
in the process. Although most of Hunt’s conclu- 
sions have been accepted, his belief that the genicu- 
late ganglion is involved concomitantly when facial 
paralysis is associated with a trigeminal or cervical 
herpes zoster has been invalidated by the evidence 
obtained at autopsy and subsequent clinical interpre- 
tation. 

Engstrom and Wohlfart® reported four cases of 
herpes zoster, in two of which there were herpetic 
lesions and palsy in the distribution of the ninth and 
tenth nerves, vesicles in the geniculate zone and 
eighth nerve involvement. The authors believed that 
the sites of the lesions were limited to the glosso- 
pharyngeal and vagal ganglia, although lesions oc- 
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curred in the geniculate zone and the eighth nerve 
was inv»lved. They indicated that certain cases of 
herpes zoster oticus:may be of vagoglossopharyn- 
geal origin and questioned whether herpes zoster 
oticus in the “Hunt’s syndrome” is caused by changes 
in the geniculate ganglion. It was their opinion that 
Ramsay Hunt’s syndrome should include only those 
cases of herpes oticus with facial palsy and/or le- 
sions of the eighth nerve. 

Kidd*° and other investigators have questioned 
the existence of a sensory cutaneous function of the 
seventh nerve. Furlow!” reported on a case in which 
the patient had deep pain in the ear initiated by the 
stimulation of a small area of the external auditory 
canal. In this patient all conservative measures 
failed. At operation when the nervus intermedius 
was touched the pain was duplicated. The nerve 
was sectioned and there was no further occurrence 
of the pain. The sensory function of the seventh 
nerve has been accepted although there is consid- 
erable overlapping with the auriculotemporal nerve 
anteriorly, the second and third cervical nerves pos- 
teriorly and the glossopharyngeal and vagal nerves. 

Much credit is due Tschiassny for his further- 
ance of Erb’s work in localizing the site of lesions 
of the facial nerve. Erb® divided peripheral palsy 
into several divisions, the exact site depending on the 
one or more branches of the nerve involved. He in- 
cluded the following factors: taste, hyperacusis, 
presence or absence of palsy of the soft palate due 
to the action of the levator palati, paralysis of the 
auricular muscles and dryness of the mouth. Ac- 
cording to Tschiassny**: *° the seventh nerve con- 
sists of four portions, two being efferent, namely 
the motor and secretory portions. The remaining 
two, sensory and gustatory, are afferent. He ex- 
pressed belief that the greater superficial pretrosal 
nerve transmits secretory fibers for the lacrimal 
gland. Also it was his belief that the fibers trans- 
mitting the sensation of taste from the anterior two- 
thirds of the tongue do not pass via the seventh nerve 
central to the geniculate ganglion. Thus a lesion of 
the seventh nerve could be localized to a particular 
level. Furthermore, he expressed opinion that there 
are two communications between the seventh and 
eighth nerves in the internal auditory canal, one 
communication (termed “suprageniculate”) going 
between the eighth and seventh nerves central to 
the geniculate ganglion; the other (“transgenicu- 
late”) between the eighth nerve and the geniculate 
ganglion. Thus a suprageniculate lesion would not 
involve the function of taste inasmuch as there are 
no taste fibers present at this level. A transgenicu- 
late lesion would involve all the functions of the 
seventh nerve including taste and lacrimation. 

According to Tschiassny,*! testing of the lacrimal 
function by mechanical or chemical irritation of the 
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nasal mucosa is not a reliable method. However, 
unilateral absence of lacrimation upon stimulus of 
an emotional character is much more indicative of 
unilateral dysfunction. 

In mandibular herpes the loss of taste in the 
homolateral portion of the tongue could be attrib- 
uted to one or both of the following factors: (1) Se- 
vere herpetic glossitis in the distribution of the lin- 
gual nerve causing damage to the taste buds in the 
homolateral portion of the tongue. (2) Herpetic 
neuritis of the lingual nerve affecting the lingual 
mucosa and the terminal filaments of the chorda 
tympani taste fibers, thus involving the chorda 
tympani nerve indirectly. 

There is no unanimity of opinion regarding the 
central pathways of taste. Ranson,?° Krieg?! and 
Schwartz and Weddell?” expressed belief that the 
nervus intermedius transmits the sensation of taste 
central to the geniculate ganglion from the anterior 
two-thirds of the tongue. Grinker and Bucy* ob- 
served that taste fibers within the seventh nerve 
may possibly enter the petrosal or sphenopalatine 
ganglion rather than pass through the seventh 
nerve. Ballenger” expressed opinion that lesions cen- 
tral to the geniculate ganglion do not affect the 
sense of taste. Thus, attempts to place the level of a 
seventh nerve lesion based on the presence or ab- 
sence of taste may be on dubious grounds. 

Furthermore it is questioned whether the com- 
munications between the seventh and eighth nerves 
in the internal auditory meatus are a definite and 
constant anatomic fact, considering their filamen- 
tous nature. Piersol** stated that “these apparent 
communications between the seventh and eighth 
nerves are, in fact, only aberrant strands of facial 
fibers that return to the seventh after temporary 
association with the acoustic.” 

At present the best means of localizing the site of 
a lesion involving the facial nerve is based on the 
topognostic method elaborated by Tschiassny”® *° 
in which the presence or absence of the functions of 
the facial nerve are evaluated; however, these may 
be absent, altered or transient. 


THERAPY 


Numerous remedies have been used in the treat- 
ment of this disease. Foerster’! employed roentgeno- 
therapy of the spinal region. He reported that the 
duration of the zoster eruption was probably short- 
ened and that the pain definitely diminished. Becker* 
believed that good results followed the use of trans- 
fusions of blood from convalescent subjects. Dennie, 
Morgan and Coombs® used multiple injections of 
moccasin venom. In 18 of 20 cases improvement 
occurred and they believed that this method gave 
the best results of any single drug that had been 
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used. Marsh** considered protamide superior to 
pituitrin, thiamine chloride, autohemotherapy, so- 
dium iodide or high voltage roentgen therapy. Ban- 
thine® appeared to shorten the course of the dis- 
ease according to Brown, Reekie and Sinclair.* Gans? 
employed aureomycin in six cases of herpes zoster 
and rapid resolution of the disease followed. Shier 
and Provisor?® used aureomycin and were impressed 
by favorable results. Babbage’ stated that chloram- 
phenicol aided the resolution of the disease. Carter® 
divided a group of 44 consecutive patients with her- 
pes zoster into four groups. The patients in one 
group were not treated and those in the other three 
were treated with chloramphenicol and different 
doses of aureomycin, respectively. Except for the 
control of secondary infection, the results were es- 
sentially the same in all groups. Kass, Aycock and 
Finland’® in using aureomycin and chloramphenicol 
in a series of 72 patients with herpes zoster corrobo- 
rated Carter’s results and concluded that these two 
agents were not particularly efficacious. Fishman,’° 
reporting on the use of a daily maintenance dose of 
65 mg. of cortisone for a patient with rheumatoid 
arthritis, in whom herpetic lesions appeared on the 
right shoulder during the eighth month of therapy, 
concluded that cortisone neither affected the course 
of herpes zoster nor alleviated the pain associated 
with it. There are few reports in the literature regard- 
ing the use of cortisone. Additional remedies pro- 
posed for zoster are very numerous and include pit- 
ressin, thiamine, diphtheria antitoxin, liver extract, 
Etamon,® ergot preparations, dihydroergotamine-45, 
autohemotherapy and procaine injections into the 
intervertebral and prevertebral ganglia. 

Although herpes zoster is not a fatal disease and 
sequelae are rare, sometimes the epidermal and mu- 
cosal lesions are pronounced and the pain may be 
very severe. Also, in the case of ophthalmic herpes, 
the consequences may be serious. Hence it is still 
necessary to find an effective means of treatment. 
In the following case cortisone therapy was given. 


REPORT OF A CASE 


A male patient 38 years of age when first observed had a 
history of infection involving the right ear beginning ap- 
proximately three days previously and characterized by pain 
but no discharge or impairment of hearing. At the onset of 
the illness he noticed, when combing his hair, sensitivity of 
the scalp on the right side, and while shaving he neted 
another sensitive area on the chin. Later there was a more 
definite stabbing pain deep within the ear. Blisters began 
to form on the lower lip and chin and there was discomfort 
about the right eye. Later there was a sensation of tingling 
and prickling of the entire right side of the face. 

When first observed, the patient had small ulcers scattered 

, over the buccal mucosa. There were some vesicles on the 
lower lip and chin and several just anterior to the root of 
the helix. The auditory canal appeared approximately nor- 
mal although the membrana tympani had a bluish tinge. 
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Involvement of sensory branches of the mandibular nerve. 


An audiogram revealed normal hearing. On July 10 there 
was hypogeusia to sugar, salt, vinegar and quinine and 
diminished lacrimation as tested by nasal inhalation of 
onion and formalin. Hyperacusis was absent. Meanwhile 
the pain had become worse and there were more lesions on 
the skin and on the buccal mucosa. The vessels of the ex- 
ternal auditory canal were engorged and vesiculation was 
beginning. Parenteral administration of 200 mg. of cortisone 
daily, given in two equal doses with an eight-hour interval, 
was begun on July 10 and continued for the next six days. 
On July 11 the pain was almost unbearable, recurred at 
short intervals, and did not respond to sedatives and anal- 
gesics. The right canal showed considerable ulceration and 
edema in the “geniculate zone” although the membrana 
tympani appeared normal. By this time the herpetic lesions 
were noted to have delineated the entire sensory distribution 
of the mandibular nerve including the temporal, mandibular, 
buccal, gingival and lingual areas and the anterior pillar. 
On July 12 the pain had diminished considerably although 
no change was noted in the lesions. Within the next several 
days, however, they began to heal. By July 30 the skin was 
almost normal although there remained areas of paresthesia 
in the scalp and about the ear. 


COMMENT 


In the current concept; Ramsay Hunt’s syndrome 
is limited to a herpetic eruption in the “geniculate 
zone” with involvement of the seventh or seventh 
and eighth nerves. 

In the case here reported, all functions of the 
facial nerve except motor function were apparently 
affected. The “geniculate zone” was included in the 
site of the eruption. This was not a true “genicu- 
late” eruption and could be attributed to the con- 
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tiguity of the nerve supply to this area inasmuch as 
the posterior wall of the external auditory canal 
is not considered to be supplied by the auriculo- 
temporal nerve. 

The loss of the sense of taste would be presumed 
to be owing to chorda tympani involvement. How- 
ever, the chorda tympani per se was not involved 
in the herpetic process and the loss of taste was 
owing to glossitis in the area supplied by the lin- 
gual nerve or neuritis of the lingual nerve involving 
the lingual mucosa and the chorda tympani nerve 
indirectly. 

There is no physiologic explanation for dimin- 
ished lacrimation in the absence of involvement of 
the seventh nerve; a temporary reduction is a tran- 
sient relative finding and is noted by comparison 
with the normal eye. The discomfort and general 
status of the patient undoubtedly entered as fac- 
tors. Furthermore, it is obvious that mandibular 
herpes would create more symptoms manifesting 
seventh nerve involvement than would involvement 
of either of the other two divisions of the trigeminal 
nerve. 

Since the vagus and glossopharyngeal contribute 
to the nerve supply of the ear, aural symptoms and 
lesions may be anticipated when either or both of 
these nerves are involved in herpes zoster. 

The best means of determining the site of the 
lesions is the “topognostic’” method based on the 
level at which the involved branches leave the facial 


447 





nerve. The opportunities for postmortem examina- 
tion to determine the site are few, for herpes zoster 
is not of itself a fatal disease. 

In the case here reported, the pain increased and 
the epidermal lesions extended for two days follow- 
ing the beginning of cortisone therapy, although it 
must be noted that the hormone was not given in 
maximal dosage. Since the duration of herpes zoster 
is variable, no positive conclusions can be drawn as 
to the efficacy of cortisone therapy. 

4418 Vineland Avenue. 
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Unusual Scrotal Lipoma Associated with 
Sigmoid Diverticulum 


CLIFFORD P. McCULLOUGH, M.D., Riverside 


LIPOMAS ARE VERY COMMON TUMORS and may occur in any 
part of the body but are seldom found in the inguinal area 
and even more rarely in the scrotum. 

Most scrotal lipomas are attached to the spermatic cord. 
The site of origin often is not determined, They are usually 
benign but may become malignant. Symptoms are caused 
generally by the size, weight and pressure of the growth. 
There is wide variance in the weight reported for lipomas 
of the scrotum: Livermore,‘ in a compilation of reports by 
a number of observers”*"*** quoted weights from 225 
gm. to over 9 kg. 


Lipoma of the inguinal canal usually simulates inguinal 
hernia, with which it may be associated. Watson” noted that 
most such tumors are attached to the spermatic cord or sac 
near the internal ring. Diagnosis in most cases is very diff- 
cult, especially if the tumor is noted suddenly after a strain 
and is associated with nausea and vomiting. A number of 
cases have been reported” *° in which a diagnosis of hernia 
was erroneously made and hernia belts or trusses were worn 
until the tumor was observed at operation. It has been pos- 
tulated that small fatty particles about the spermatic cord 
break through the tunica and coalesce with preperitoneal fat, 
intra-abdominal pressure then thinning the fascia and forc- 
ing the lipoma as a wedge through the fascial planes or the 
inguinal canals. 


REPORT OF A CASE 


A 49-year-old man had undergone operation seven years 
before for repair of a right indirect inguinal hernia, which 
recurred five years later. Meanwhile a mass in the left groin 
had developed two years after the operation and had in- 
creased in size until it caused some distress on straining at 
bowel movement and at work. The only other symptoms 
reported were an occasional feeling of gas pressure in the 
lower left quadrant of the abdomen and an uncomfortable 
but not painful sensation of pressure in the left side of the 
scrotum. The patient had worn a double truss for five years. 


On physical examination a large, soft mass was noted in 
the right inguinal canal; the external ring was small and 
there was no propulsion through the ring on straining. The 
left external ring was large enough to admit two fingers, 
and a mass was palpated in the canal which came down to 
but not through the ring on straining. The vas deferens, 
testicle and epididymis on the right were normal; the left 
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testicle and epididymis were of normal size and consistency, 
but in the upper portion of the scrotum there was a firm, 
nodular mass which appeared to be inseparably attached to 
the spermatic cord and was tender to palpation. It was not 
translucent. A urologist who was consulted believed that the 
mass probably was a fibroma of the cord but might be a 
malignant tumor. 


In April 1952 the patient was admitted to hospital for 
elective operation for repair of bilateral hernia. 

At operation the right direct inguinal hernia was repaired 
by the McVey technique. The left inguinal canal was opened 
in the usual manner and the inguinal sac was freed from 
the vas deferens and other vessels by combined sharp and 
blunt dissection. The sac was attached to the spermatic cord 
by thin connective tissue. It was 11 cm. long and 2 mm. 
thick. The neck of the sac was 3.5 cm. wide. Bulging 
through the neck of the sac was a diverticulum of the sig- 
moid colon approximately 5 cm. long, 2.5 cm. in width and 
3.0 cm. in depth. Extending from the base of the diverticu- 
lum and attached to the posterior surface of the sac was a 
hard fibrous cord about 3.0 mm. in diameter extending the 
entire length of the sac and terminating in two adjoining 
papillary masses, each approximately 2.0 by 1.5 by 1.5 cm. in 
size, which were tightly attached to the inner surface of the 
sac at the most distal point. 


The inguinal sac with the attached cord and tumors was 
excised at the neck; the diverticulum was excised and the 
opening into the sigmoid closed. The neck of the sac was 
sutured and fastened beneath the internal oblique muscle, 
and the hernia was repaired by the McVey technique. 


Pathologist’s report: The masses, polypoid in appearance, 
were composed of yellowish-gray tissue which on micro- 
scopic section was seen to be mature fat cells, some pro- 
liferative especially at the margins of the masses. In some 
spots the fat was necrotic. The lipoma had a distinct 
fibrous capsule and a few fibrous septa. Pronounced pro- 
liferation of fibrous tissue was noted in some areas of the 
wall of the sac, with numerous fibroblasts. No evidence of 
malignant change was observed. 


COMMENT 


Because of the peculiar attachment of the lipoma to the 
side and the distal end of the inguinal sac and to the diver- 
ticulum, it is believed that the hernia was of pulsion type 
and was caused by weight of the lipoma pulling the diver- 
ticulum into the inguinal canal. The author has noted no 
other published report of a lipoma originating from a diver- 
ticulum. 

3770 Twelfth Street. 


449 


REFERENCES 


1. Caylor, H. D.: Bizarre types and locations of lipomas, 
Am. J. Surg., 68:530-535, 1945. 
an, Cecil, A. B.: Intrascrotal lipomata, J. Urol., 17:557, 

3. Dubuisky, M.: Uber Lipomati Scoti, Ztschr. f. urol., 
3:3202, 1916. 

4. Livermore, G. R.: J. Urol., 60:153-155, 1948. 

5. Manfredonia, M.: Preperitoneal lipoma simulating ex- 
ternal oblique inguinal hernia, Boll. Soc. ital. di med. e ig. 
trop., 2:76-79, 1943. 

6. Muzzarelli, G.: A case of lipoma of the inguinal canal 
simulating a direct hernia, Policlinico, 39:768-769, 1932. 

7. Park: Quoted by Cecil.’ 

8. Quinby, W. C.: Tumors of the spermatic cord and tes- 
ticular tunics, Trans. Am. Assoc. G.-U. Surg., 30:385-391, 
1937. 

9. Schiller, H.: Lipoma of the funiculus spermaticus, Ann. 
Surg., 68:269, 1918. 

10. Schulte, T. L., McDonald, J. R., and Priestley, T. J.: 
Tumors of the spermatic cord, J.A.M.A., 112:2404-2406, 
1939. 

1l. Watson, L. F.: Prehernial lipomas, Ann. Surg., 82: 
971-973, 1925. 


“Polyp" of the Prostate Protruding 
Into the Rectum 


Thirty-Eighth Reported Case of 
Leiomyoma of the Prostate 


GREGORY S. SLATER, M.D., San Francisco 


BENIGN PROSTATIC ENLARGEMENT or a prostatic neoplasm fre- 
quently is diagnosed by rectal examination. Rarely ob- 
served, however, is the phenomenon in the present case: A 
lesion that seemed, on palpation, to be a discrete rectal 
polyp was found to originate in the prostate. 


REPORT OF A CASE 


A 48-year-old white man admitted to hospital for the 
operative repair of a left inguinal hernia, had no complaints 
referable to the urinary tract or the bowel. On rectal exam- 
ination a hard, smooth-surfaced pedunculated non-tender 
mass about 2 cm. in diameter was palpated. It seemed to 
be attached to and to arise from the anterior rectal wall. 
Upon proctoscopic examination it was observed that the 
“polyp” apparently arose from extrinsic structures and was 
pushing into the rectum. No evidence of disease was seen 
in an excretory urogram or. in a cysto-urethrogram. 

The prostate was exposed through a perineal incision and 
it was seen that the lesion that had been palpated rectally 
was a pedunculated tumor arising from the prostate and 
pushing into the rectum (see Figure 1). It was easily 
excised from the prostate, which looked and felt normal. 

Pathologist’s report: The specimen, a hard encapsulated 
tumor, was 3 cm. in diameter. The surface of the cut sec- 
tion was a pale grayish white. 

Upon microscopic examination of sections (see Figure 
2) the tumor was observed to be composed of solid inter- 
lacing bundles of smooth muscle fibers, the stroma -being 
composed of strands of connective tissue. The pathological 
diagnosis was leiomyoma of the prostate. 


From the Urology Section of the Surgical Services, Veterans Admin- 
istration Hospital, San Francisco 21, California. 
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Figure 1—Diagram showing the pedunculated prostatic 
tumor protruding into the rectum. 


Figure 2—Low power photomicrograph of the leio- 
myoma. 


DISCUSSION 


This case of leiomyoma of the prostate is the thirty-eighth 
such case of record.’ McIntyre,‘ in a review of the previously 
reported cases, noted that in most instances the primary 
symptoms were referable to the urinary tract. However, in 
11 cases, as in the case reported here, the tumor protruded 
into the rectum’ or perineum. 

There has been no report of recurrence after adequate 
surgical removal.’ 


SUMMARY 


A case of a pedunculated prostatic tumor protruding into 
the rectum is presented. The tumor was a leiomyoma, and 
the case is the thirty-eighth reported case of leiomyoma of 
the prostate. 

2000 Van Ness Avenue. 
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Resection of Recurrent Carcinoma of 
The Esophagus 


IVAN A. MAY, M.D., and S. N. ETHEREDGE, M.D., Oakland 


THERE HAS BEEN A GROWING FEELING recently among sur- 
geons that carcinoma of the esophagus is an incurable lesion 
and that only palliative operation is indicated, if any. It is 
true that surgical cure is relatively rare, but palliation by 
resection is common. Following is a report of a case in 
which, following resection known to be inadequate, reopera- 
tion could not be done immediately because of the condi- 
tion of the patient. Resection was carried out again 15 
months later when symptoms of recurrence developed, and 
thereafter the patient was asymptomatic. 


REPORT OF A CASE 


The patient, a man 59 years of age, was admitted to hos- 
pital Nov. 30, 1949, with a history of difficulty in swallow- 
ing which had begun suddenly after a scare, four and one- 
half months previously. Since then the patient had ingested 
only liquids and the body weight had decreased ten pounds. 


Upon x-ray examination with barium swallow, a con- 
stricting lesion of the mid-esophagus was noted, Esophago- 
scopic examination was carried out and a stenotic lesion 
was observed 39 cm. from the incisors. Squamous cell carci- 
noma of the esophagus was diagnosed by biopsy. 


At operation a 3x4 cm. tumor of the esophagus was ob- 
served below the aortic arch without evidence of regional 
extension. The esophagus was resected from 5 or 6 cm. above 
the lesion to the stomach. The stomach was mobilized and 
anastomosed to the esophagus below the aortic arch. In 
pathological examination of frozen sections of the removed 
specimen no evidence of tumor was noted at the margins. 
The postoperative course was very stormy, owing to pneu- 
monia and particularly to auricular fibrillation and flutter. 
The patient was treated with digitalis and quinidine. He 
remained critically ill for about one month. The cardiac 
irregularity was controlled but the patient continued unable 
to eat and his condition continued to deteriorate until qui- 
nidine was discontinued. He then began to recover and soon 
was eating and feeling well. 


When examination of permanent tie sections was 
carried out, residual tumor extending to the margin of the 
resected specimen was noted in one small subepithelial 
focus, but it was felt that further operation was not indi- 
cated at that time because of the greatly increased operative 
risk and the lack of definite proof of residual tumor. The 
patient ate well and remained asymptomatic until Janu- 
ary, 1951, when frequent regurgitation occurred and the 
body weight decreased eight pounds. Upon x-ray examina- 
tion a 2.5 cm. well-defined napkin-ring defect was observed 
at the lower end of the esophagus at the esophagogastric 
anastomosis. A biopsy specimen was taken from a tumor 
observed by esophagoscope 26 cm, from the incisors, and 
it was reported as squamous cell carcinoma. 


Thoracotomy was done March 7, 1951, and a recurrent 
tumor 3 to 4 cm. in diameter was observed at the site of 
anastomosis. It was adherent to the aortic arch and hilum 
of the lung. The tumor was resected and anastomosis was 
carried out anterior to the aortic arch after frozen sections 
revealed adequate margins on both ends of the specimen. 

The patient did well until the sixth postoperative day. 
Then tension pneumothorax on the left side developed, ap- 
parently owing to leakage at the site of anastomosis. Inser- 
tion of a tube intercostally relieved the condition, but on the 


From the Veterans Administration Hospital, Oakland. 
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following day bronchoscopy was necessary for relief of 
atelectasis of the right lower lobe. Purulent fluid drained 
from. the intercostal tube. On March 17, jejunostomy was 
done and a tube was: inserted for feeding. Homogenized 
milk only was infused. Nothing was given by mouth. On 
March 27 auricular flutter developed. It was eventually con- 
trolled by administration of digitalis and quinidine. On 
March 28, rib resection was carried out to drain the area of 
empyema and the intercostal tube was removed. 


The anastomotic fistula healed gradually. Oral feeding 
was begun again and the patient was eating a soft diet by 
April 14, 1951. The tube to the jejunum was subsequently 
removed, and the patient was discharged from the hospital 
on June 1, 1951. At that time, the lung was expanding to 
obliterate the space at the site of empyema and the patient 
was eating well and gaining weight. He was examined at 
frequent intervals thereafter, He returned to work as a 
plumber in March, 1952. Gastrointestinal x-ray studies in 
July, 1952, showed only some scarring at the anastomosis, 
and there was no change from the preceding gastrointestinal 
series. The patient said he felt well and ate well. At last 
report, September 24, 1953, the patient was asymptomatic 
and was working full time. 


3115 Webster Street. 


Diagnosis of Subdiaphragmatic Abscess 
By Needle Biopsy of the Liver 


WILLIAM E. MOLLE, M.D., and 
LEO KAPLAN, M.D., Los Angeles 


In A CASE in which neither clinical observation nor labora- 
tory studies had given any indication of the presence of the 
lesion, subdiaphragmatic abscess was diagnosed after ex- 
amination of a biopsy specimen taken by needle from the 
liver. The procedure caused no untoward complication. 


CASE REPORT 


A 55-year-old man was admitted to hospital with com- 
plaint of epigastric burning sensation after meals for two 
years, a loss of 20 pounds in weight in six months, and 
melena and weakness of two weeks’ duration. He was obese, 
pale and apparently acutely ill. The blood pressure was 120 
mm. of mercury systolic and 70 mm. diastolic, the pulse rate 
100 per minute, and the temperature 99 degrees F. The 
abdomen was distended and a mass was felt in the epigastric 
area. The liver was palpable three fingerbreadths and the 
spleen one fingerbreadth below the respective costal margins. 


Erythrocytes numbered 2,280,000 per cu. mm. and the 
hemoglobin value was 52 per cent. Leukocytes numbered 
9,600 per cu. mm. and the cell differential was within normal 
range. No abnormality was noted in urinalysis. The result 
of a serologic test for syphilis was negative. An obstructive 
pyloric lesion with 80 per cent retention of barium was 
observed roentgenographically. 

At operation a large annular metastatic antral adenocarci- 
noma arising from the head of the pancreas was observed 
and total gastrectomy, splenectomy, esophagojejunostomy, 
and entero-enterostomy were carried out. 

In the postoperative period the patient had low-grade 
jaundice and pleural effusion on the left side. He was dis- 


From the Medical and Laboratory Services, General Medical and 
Surgical Hospital, Veterans Administration Center, Los Angeles 
(Molle, Kaplan), and the Pathology Department of the University of 
California at Los ” Angeles School of Medicine (Kaplan) . 
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charged a month after the operation. Six months later, not 
having felt fully well meanwhile, the patient was readmitted 
because of increasing anorexia and epigastric pain and 
jaundice of two weeks’ duration. Erythrocytes numbered 
3,200,000 per cu. mm. and the hemoglobin value was 63 
per cent. Leukocytes numbered 10,550 per cu. mm. and the 
cell differential was within normal limits. The icteric index 
was 24 units. The alkaline phosphatase content of the blood 
was 10.3 units (Bodansky) and the total cholesterol con- 
tent 258 mg. (43 per cent esters) per 100 cc. The thymol 
turbidity was 15.5 units and thymol flocculation 3 plus. 
Total protein content of the serum was 7.2 gm. per 100 
cc.—3.8 gm. of albumin and 3.4 gm. of globulin. 


During the next two weeks the icteric index declined to 
8 units. However, spiking fever developed, with peaks up 
to 104 degrees F. accompanied by occasional chills. Be- 
cause of the possibility of metastatic carcinoma of the liver, 
a biopsy specimen was taken by needle from the liver, and 
exaniination of it suggested the possibility of a subdia- 
phragmatic abscess. (See pathologist’s report in later para- 
graph.) Upon operation a large localized subdiaphragmatic 
abscess was exposed, incised, and drained. The patient then 
became afebrile and asymptomatic and had good appetite. 
He was discharged from the hospital but was readmitted 
three months later because of return of fever and jaundice 
three days previously. Surgical exploration was carried out 
and the subdiaphragmatic abscess over the dome of the liver 
was again drained. No evidence of metastasis of carcinoma 
to the liver was observed, but as the gallbladder was dis- 
tended and there were neoplastic nodules in the region of 
the common ‘duct, cholecystojejunostomy was performed. 
Five weeks later the patient was discharged feeling more 
comfortable than at any time in the previous two years. A 
month and a half afterward, however, he was readmitted 
with complaint of severe subcostal pain on the right side, 
pain in the back, recurrence of jaundice and frequent nausea 
and vomiting for five days. The edge of the liver was pal- 
pable five fingerbreadths below the right costal margin but 
quality of the surface could not be determined because of 
ascites. The patient died three months later, slightly more 
than two and one-half years after onset of symptoms. 


PATHOLOGIST'S REPORT 


The specimen (which had been removed by needle) was 
a core of hepatic tissue and several smaller fragments con- 
sisting of irregular clusters of degenerating polymorpho- 
nuclear leukocytes and fibrin that were adjacent to but did 
not form part of the core of tissue. The sinusoids at the 
center of the lobules were dilated and the reticuloendothe- 
lial cells there were slightly hyperplastic. No changes were 
noted in the hepatic cells. The portal triads were unchanged. 


DISCUSSION 


At the time of the needle biopsy of the liver, the clinical 
diagnosis was recurrent carcinoma complicated by either 
obstructive cholangitis or metastatic carcinoma of the liver. 
There was no indication of subdiaphragmatic abscess. It is 
a custom in the hospital in which the patient was treated 
to refer such diagnostic problems related to the liver to a 
team of internists who are specifically interested in needle 
biopsy and trained in the technique. Details of the evalua- 
tion and preparation of the patient and of the technique 
have been published.’ The needle biopsy was done success- 
fully. Experts in the field of liver biopsy specifically admon- 
ish that, when a suppurative process is suspected in the 
right upper quadrant, either above or below the diaphragm, 
needle biopsy should not be done because of the risk of 
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spreading the inflammatory process. Had this been sus- 
pected clinically in the present case, the procedure probably 
would not have been carried out. However, the subdia- 
phragmatic abscess remained localized to the right upper 
quadrant. Therefore, it must be concluded that in this 
patient the needle biopsy procedure did not alter the course 
of the infectious process. 

Examination of the specimen led to suspicion that an 
extrahepatic abscess (probably subdiaphragmatic) was pres- 
ent, in light of the absence of evidence of an inflammatory 
disease in the core of hepatic tissue and the presence of 
extrahepatic fragments of necrotic acute inflammatory cells. 
In view of the absence of clinical evidence of disease of the 
abdominal wall, pleura or lungs, it was presumed that the 
inflammatory process lay between the abdominal wall and 
the hepatic capsule. This was borne out by observation at 
operation. 


SUMMARY 


A case report is presented wherein needle biopsy, used 
to assist in the differential diagnosis of hepatic disease, led 
to suspicion of the presence of a subdiaphragmatic abscess. 
This was confirmed by surgical exploration. Thrusting the 
needle through the abscess did not, in this case, cause exten- 
sion of the inflammatory process. 


Veterans Administration Center, Los Angeles 25. 
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Pulmonary Paraffinoma Verified 
At Thoracotomy 


Report of Two Cases 


GEORGE A. WOOD, M.D., and 
SIDNEY P. MITCHELL, M.D., Palo Alto 


Stnce 1925 when Laughlen’ made the pioneer report on 
lipoid pneumonia, and Ikeda’s* study in 1937 when the 
name paraffinoma was aptly given to a lung tumor made up 
of mineral oil, reports of many cases have appeared." 
Most of the reports are of cases in which the tumor was 
noted in postmortem examination; few deal with verifica- 
tion of the tumor at the operating table. Brown and Bis- 
kind? in 1941 reported a case in which surgical removal of a 
paraffinoma was carried out. Berg and Burford’ in 1950 
reported six such cases; and Dailey in the same article 
commented upon three patients who had thoracotomy for 
mineral oil granuloma. Schneider” in 1949 wrote a detailed 
account on five cases. A year later Flick,’ reporting a case 
in which surgical treatment was carried out, reemphasized 
the gross similarity between this lesion and. carcinoma. The 
authors herewith add reports of two cases in which parafh- 
nomas were removed at operation. 


Case 1. A man 60 years of age entered the hospital in 
September 1950 because of fatigue and pain in the left 
anterior thoracic region of two months’ duration. The pain 
occurred upon exertion and was relieved by rest. There were 
no other symptoms except occasional bouts of “acid indiges- 
tion,” of which the patient had complained in 1947. At that 
time a small esophageal hiatal hernia had been observed 
roentgenographically. 
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In 1947, 1948 and 1949 the patient had used mineral oil 
daily for a laxative, but he had not used sprays or nose 
drops containing mineral oil. 

The patient appeared to be in excellent health. Upon 
rectal examination it was noted that the prostate was mod- 
erately and diffusely enlarged. X-ray films of the chest were 
made (Figure 1), and the radiologist reported there was an 
area of infiltration approximately 3.5 x 4.0 cm. in the right 
middle lobe, a depression of the transverse fissure and evi- 
dence of minimal segmental atelectasis. The remainder of 
the lung field was clear. The radiologic diagnosis was: In- 
filtrating neoplastic lesion, right middle lobe. 

Films of the gastrointestinal tract reconfirmed the pres- 
ence of a small esophageal hiatal hernia. 

Results of routine examination of the blood and urine 
were within normal limits, and no abnormalities were noted 
‘ in an electrocardiogram. Papanicolaou studies of a small 
specimen of sputum were negative for tumor cells. 

No abnormality was seen in a bronchoscopic examination. 
Material washed from the middle lobe bronchus and a speci- 
men of tissue were negative for tumor cells. 

Right thoracotomy was done. The lung was not adherent 
to surrounding tissue. On the diaphragmatic pleura was a 
mucoid, fibrinous-appearing series of plaques. The pulmo- 
nary ligament was thickened. A firm mass was felt in the 
center of the lower lobe, presenting on the visceral pleura 
next to the middle lobe where there were many oily white 
plaques 2.0 to 3.0 mm. in diameter. Under them was much 
“puckering” of the visceral pleura. In the middle lobe there 
was a similar mass presenting toward the lower lobe. Hilar 
nodes were not enlarged. The mediastinum and upper lobe 
were normal. Biopsy of material from the pleural plaques 
and from the tumors in the lung showed inflammatory tis- 
sue. Resection was not carried out, and the thoracic wound 
was closed. 

Upon further microscopic examination of the tissue the 
pathologist reported: “chronic lipoid pneumonia, foreign 
body reaction, benign, right middle and lower lobes lung; 
paraffiinoma.” 


The postoperative course was smooth. 


X-ray films of the chest were made six weeks after opera- 
tion, then seven months later and again a year and a half 
after operation and there were no significant changes in the 
lung during that time. The patient was in good health. 


Case 2. A woman 61 years of age entered the hospital in 
September 1952 with a mild but persistent cough that raised 
very little sputum. The patient reported several episodes of 
“pneumonia” during the preceding few winters. She had 
taken Petrolagar daily for at least 15 years. 


No evidence of disease was seen in x-ray films of the para- 
nasal sinuses. A film of the chest showed a 3 cm. tumor in 
the region of the right middle lobe with some atelectasis 
peripheral to it (Figure 2). A bronchogram showed that the 
middle lobe bronchus was patent. No further evidence of 
disease was observed roentgenographically. Results of 
bronchoscopic examination and of study of bronchial wash- 
ings were negative for disease and tumor. 


Right thoracotomy was done. The pleura was free, al- 
though there were interlobar adhesions. There was a small 
mass in the right middle lobe anteriorly. This did not feel 
like a carcinoma. It was excised and upon microscopic 
study it was found to be inflammatory tissue. In the rest 
of the lobe there were small patches of atelectatic lung. The 
hilar nodes were not enlarged. There was a healed, hard 
scar at the apex of the upper lobe. 

Upon microscopic examination of the lung tissue the path- 
ologist reported: “Chronic lipoid pneumonia, foreign body 
reaction, benign, right middle lobe lung; paraffinoma.” 
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; ae 1—(Case 1) Area of infiltration in right middle 
obe. 


Figure 2—(Case 2) A tumor in the right middle lobe. 


The postoperative course was smooth. No abnormality was 
noted in a film of the chest made a month after operation. 
The patient was in good health and no longer coughed. 


COMMENT 


Two patients, one 60 years and the other 61 years of age, 
with pulmonary mineral oil granulomas were subjected to 
exploratory thoracotomy to ascertain whether the tumor 
was malignant or benign. In both instances, by examina- 
tion of frozen section of the tumor tissue the lesion was 


found to be non-malignant and conservative excision was 


carried out with good results. 

The need to examine lesions of this kind is apparent, 
for no one can be certain preoperatively that they are not 
carcinoma. 

Emphasis must be placed upon recognition, at the time 
of operation, that the disease is non-malignant, lest opera- 
tion more extensive than is necessary be carried out, with 
sacrifice of good pulmonary tissue which is particularly 
important to patients in the older age groups. 

300 Homer Avenue. 
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LETTERS to the Editor. 


An Unknown Bactericidal 
Serum Factor 


AN IMPORTANT CONCLUSION from a study in rabbits 
of the serological effects of whole body x-irradia- 
tion is reported by Marcus and Donaldson* of the 
University of Utah. They report evidence of the exist- 
ence of a normal bactericidal serum component thus 
far ignored by immunologic theorists. 

Adult albino rabbits were subjected to one or two 
whole body x-irradiations with doses varying from 
650 r to 725 r, given at a rate of 25 r per minute. 
Serums drawn from these rabbits before and after 
irradiation were titrated for their bactericidal power 
against highly dilute broth cultures of B. subtilis. 
They found that by the end of two hours’ incubation 

* Marcus, S., and Donaldson, D..M.: Suppression of normal bacteri- 


cidal action of rabbit serum following whole body x-irradiation, Proc. 
Soc. Exper. Biol. and Med., 83:184, May 1953. 


6. Houck, G. H.: Pulmonary oil tumors: Granulomata 
caused by the intratracheal instillation of liquid petrolatum 
(lipid or oil aspiration pneumonia) with report of a case. 
Medical paper dedicated to Henry A. Christian, 1936. 


7. Humphrey and Olmstead: Lipoid pneumonia in neuro- 
psychiatric and debilitated patients, Int, Med. Sect. VI of 
Excerpta Medica, Vol. IV, No. 11, 1950. 


8. Ikeda, K.: Lipoid pneumonia of the adult type (paraf- 
finoma of the lung), report of 5 cases, Arch. Path., 23:470, 
1937. 


9. Laughlen, G. F.: Studies on pneumonia following naso- 
pharyngeal injections of oil, Am. J. Path., 2:405, 1925. 


10. Schneider, L.: Pulmonary hazard ingestion mineral 
oil in the apparently healthy adult, N.E. Jour. Med., 240: 
248-291, 1949. 


10 per cent normal rabbit serum will reduce the bac- 
terial count from an average of 5,000 organisms per 
cc. to an average of but 6 organisms. In contrast, 
postirradiation rabbit serum will allow the count to 
increase to an average of 13,000 organisms per cc. 


They found that the normal bactericidal action of 
rabbit serum is not reduced on the first postirradia- 
tion day. It is depressed by the fifth day and returns 
to normal by the twentieth day. Of even greater im- 
portance is their discovery that the greatly reduced 
bactericidal power is not accompanied by significant 
changes in normal antibody or complement titers. 
The substance inhibited or suppressed as a result of 
irradiation is apparently a wholly unknown bacteri- 
cidal serum factor, the nature of which is now under 
investigation. 

W. H. Manwarine, M.D. 
Palo Alto, Calif. 
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New Atmosphere 


Many CALIFORNIA PHYSICIANS sighed with relief 
when Earl Warren was appointed chief justice of the 
U. S. Supreme Court and was succeeded as Gover- 
nor of California by Goodwin J. Knight. 

This was especially true of physicians who have 
been given responsibility in legislative matters. 


As governor, Earl Warren alienated all but a 
handful of California physicians by his espousal of 
a system of compulsory health insurance. Less than 
two years after he had taken office he promoted legis- 
lation which would have put the State of California 
into the practice of medicine. The legislative battle 
of 1945 will long be remembered in both legislative 
and medical circles; on a move to take the gover- 
nor’s proposal out of committee and debate it on the 
floor of the Assembly, the vote was 39 to 38 against 
such a move. While 41 votes were needed to make 
this proposal effective, the close vote was extremely 
uncomfortable. 

Not content with the attitude of the representatives 
of the people as expressed in 1945, Governor Warren 
repeated his scheme in 1947, with little or no change 
from the original version. Again he lost. In 1949 he 
reintroduced the 1947 bill, with only the number 
changed. 

Between sessions of the Legislature, the governor 
proclaimed that “California will have a system of 
state prepaid medical care insurance before I leave 
office as governor.” Fortunately for the public and 
for physicians, this claim did not materialize. 

The 1945 defeat of Governor Warren’s proposal 
in the Legislature seemed to work a change in his 
attitude toward the medical profession. Where for- 
merly he had sought and considered professional 
leaders’ opinions on medical appointments, he dis- 
carded this system when his pet measure was de- 
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feated. From then on his appointments to such im- 
portant bodies as the Board of Medical Examiners 
and the State Board of Health were made without 
consultation with recognized medical leaders. Surely 
he must have had some advice on these appointments 
but its source was never disclosed. 

Now Governor Goodwin J. Knight is the state’s 
chief executive and many physicians have expressed 
the warm, friendly feeling for him that they have 
held for a number of years. Governor Knight is a 
recognized businessman, a former Superior Court 
judge, an able attorney and an experienced admin- 
istrator. As lieutenant governor, for some years he 
has presided over the State Senate and has handled 
his duties in splendid fashion. 

Governor Knight has gone out of his way to meet 
the people of California and to know and understand 
their problems. He has consistently favored sound 
professional legislation and has gone on record as a 
supporter of high professional standards in the prac- 
tice of medicine and of law. As to compulsory health 
insurance, he has openly and regularly opposed the 
idea and measures that would impose it. 

The arrival of Governor Knight in the top posi- 
tion in California has brought a new atmosphere 
into the management of the state. The governor has 
been prompt in replacing officials whose administra- 
tions have come under fire and it is evident that he 
is able to attract substantial executives to make up 
his official family. While his incumbency is still new, 
and while the demands upon his time and his pre- 
rogatives have been heavy, his history indicates that 
the medical profession will now find in Sacramento a 
governor who is not inclined to reach so far to grasp 
the “popularity” of the moment that he loses his 
footing on firm ground. 


The change is certainly welcome. 
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Council Meeting Minutes 


Tentative Draft: Minutes of the 402nd Meeting of 
the Council of the California Medical Association, 
Los Angeles, October 17, 1953. 


The meeting was called to order by Chairman 
Shipman in Conference Room No. 1 of the Biltmore 
Hotel, Los Angeles, at 9:30 a.m., Saturday, October 
17, 1953. 


Roll Call: 


Present .were President Green, President-elect 
Morrison, Secretary Daniels, Speaker Charnock, 
Vice-Speaker Bailey and Councilors West, Sampson, 
Dau, Shipman, Lum, Bostick, Teall, Varden, Carey, 
Kirchner and Reynolds. 

Absent for cause,~Editor Wilbur and Councilors 
Wheeler, Loos, Pearman, Ray, Heron and Frees. 

A quorum present and acting. 


Also present by invitation were Messrs. Hunton, 
Thomas, Clancy, Gillette and Pettis of C.M.A. staff, 
legal counsel Hassard, Ben H. Read of the Public 
Health League of California, associate legal counsel 
Louis M. Welsh, county executive secretaries Water- 
son, Foster, Thompson, Wood and Donovan, K. L. 
Hamman of California Physicians’ Service, Dr. 
Malcolm Merrill, Assistant State Director of Public 
Health, and Drs. Francis J. Cox, Henry A. Randel 
and Eugene M. Hoffman. 


1. Minutes for Approval: 


On motion duly made and seconded, minutes of 
the 401st Council meeting, held July 25, 1953, were 
approved. : 

2. Membership: 


(a) A report of membership as of October 14, 
1953, was presented and ordered filed. 


(b) On motion duly made and seconded, 116 
members who had become delinquent and had since 
_paid their current dues were voted reinstatement. 
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(c) On motion duly made and seconded in each 
instance, three applicants were voted Retired Mem- 
bership. These were Frank R. Missner of Alameda- 
Contra Costa and M. H. Ross and Homer Walker of 
Los Angeles. 


(d) On motion duly made and seconded in each 
instance, 13 applicants were voted Associate Mem- 
bership. These were H. H. Appeldorn, Jr., Juan A. 
Arcellana, E. George Beer, Wesley Fry, Harry J. 
Misch, Richard S. Silvis, and Harry G. Smith, Ala- 
meda-Contra Costa; H. M. F. Behnemann, River- 
side; F. L. Eldridge, Lincoln F. Putnam, and Gilbert 
A. Webb, San Francisco; Kathleen Mahoney, So- 
noma; John M. Pope, Ventura. 


(e) On motion duly made and seconded in each 
instance, 13 members were voted a reduction of dues 
because of postgraduate study or protracted illness. 


(f) On motion duly made and seconded, it was 
voted to recommend to the House of Delegates the 
election of Dr. William H. Geistweit, Jr., of San 
Diego to Honorary Membership because of his 28 
years of devoted service as secretary of the San 
Diego County Medical Society. 
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(g) On motion duly made and seconded, it was 
voted to authorize the acceptance of Affiliate Mem- 
berships on the basis of a fiscal year starting July 1. 

(h) Report was made on a disciplinary hearing 
in Los Angeles County which resulted in the expul- 


sion of a member. The member has appealed the - 


decision to the Council. 


On motion duly made and seconded, it was voted 
to appoint President-elect Morrison as a concilia- 
tion committee of one to attempt a reconciliation. 

On motion duly made and seconded, it was voted 
to set the date for the hearing of the appeal as De- 
cember 11, 1953, in San Francisco, with authority 
granted the chairman to defer the appeal if that time 
and place were not suitable for the appellant. 


3. Financial: 


(a) A report of bank balances as of October 14, 
1953, was received and ordered filed. 


(b) On motion duly made and seconded, it was 
voted to make available to the Committee on the Un- 
lawful Practice of Medicine the funds accumulated 
in the Herzstein Bequest Fund. 


(c) On motion duly made and seconded, and by 
a three-fourths vote, it was voted to continue the 
$1,000 annual subscription to the California State 
Chamber of Commerce. 


4, Legal Department: 


(a) Mr. Hassard reported on the status of the 
litigation between Complete Service Bureau and the 
San Diego County Medical Society. The judgment 
of the appeals court was appealed for rehearing by 
Complete Service Bureau and the rehearing denied. 
An appeal is now planned by Complete Service Bu- 
reau to the State Supreme Court. 


(b) On motion duly made and seconded, Mr. 
Hassard was authorized to enter the Association 
as amicus curiae in a Los Angeles lawsuit involving 
the payment of county funds to medical schools in 
return for services performed in staffing county in- 
stitutions. 


(c) Mr. Hassard reported on an opinion he had 
written a member relative to the offering of a pre- 
payment medical care service. 


5. State Department of Public Health: 


Dr. Malcolm Merrill reported that the incidence 
oi poliomyelitis in California is higher than in the 
past two years but that the percentage of paralytic 
cases has dropped from 71 to 50. Contacts of 2,379 
cases have received inoculations of gamma globulin. 
No mass inoculations have been made in California. 

Dr. Merrill also reported briefly on encephalitis 
and stated that departmental studies are now under 
way to determine the utilization of maternity beds 
in hospitals, with a view toward achieving a greater 
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utilization of these beds for other cases and thus 
decreasing the estimated total beds needed in a 
community. 


6. Disability Insurance: 


Councilor Kirchner, chairman of the special in- 
surance committee on group accident health and in- 
surance, introduced-Mr. Ted Templin of Charles O. 
Finley & Co., brokers under the program. Mr. Tem- 
plin reported that more than 2,700 applications had 
been received to date and that the broker would 
make every effort to qualify the program with a 50 
per cent participation. He also responded to ques- 
tions raised by members of the Council. 


7. Committee on Industrial Accident Commission: 


Dr. Francis J. Cox, chairman of the Committee on 
Industrial Accident Commission, reported that prog- 
ress was being made on establishment of a revised 
industrial fee schedule. 

On motion duly made and seconded, it was unani- 
mously voted to express to Dr. Cox the warm com- 
mendation of the Council for an outstanding piece of 
work by his committee. 


8. California Physicians’ Service: 


Mr. K. L. Hamman reported that California Phy- 
sicians’ Service has now completed the process of 
separation from Blue Cross in Southern California. 
The C.P.S. membership is now about 605,000 and is 
destined to increase, he said. Mr. Hamman com- 
mented on the C.P.S. financial statement and an- 
swered questions from the Councilors. 


9. Medical Services Commission: 


Councilor Carey reported that the Medical Serv- 
ices Commission was now using the publication 
Rx Reading to disseminate information. He stated 
that a set of principles for evaluating health insur- 
ance contracts was nearly ready to be sent out for 
opinions by members of the Association. Dr. Carey 
also suggested that tape recordings on health insur- 
ance and other matters be made available to the 
county societies. 

Councilor Teall reported that the Commission 
wanted to urge the establishment in each county 
society of a special committee to study and to gain 
a better understanding of health insurance. On 
motion duly made and seconded, it was voted to 
authorize the Commission to contact the county 
societies for this purpose and to bring in its report 
to the House of Delegates. 


10. Advisory Planning Committee: 


Mr. Hunton reported that the Advisory Planning 
Committee had voted to recommend to the Council 
the appointment as a committee member of Mr. 
George Foster, executive secretary of the Sacramento 
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Society for Medical Improvement. On motion duly 
made and seconded, it was voted to appoint Mr. 
Foster to membership on this committee. 


11. Audio-Digest Tape Recordings: 


A proposal by Mr. Jerry L. Pettis to turn over to 


the Association the sponsorship and ownership of © 


Audio-Digest, a tape recording procedure, was con- 
sidered. On motion duly made and seconded, it was 
voted to assume the sponsorship of Audio-Digest, 
the Executive Committee to work out the details so 
that the matter could be brought before the House 
of Delegates. 


12. Committee on Relations with Other Professions: 


A letter from Dr. Wayne Pollock, committee 
chairman, reported on meetings with representatives 
of the California Osteopathic Association. He asked 
that legal counsel be authorized to meet with legal 
counsel of the other association with a view toward 
setting forth the procedures possible in looking to- 
ward a single type of licensure. On motion duly 
made and seconded, Mr. Hassard was authorized to 
proceed along these lines. 


13. Solano County Tuberculosis Survey: 

On motion duly made and seconded, the chair- 
man was authorized to appoint members of a joint 
committee of the Association, the State Department 
of Public Health and the California Tuberculosis & 
Health Association, to conduct a survey of tubercu- 
losis needs and treatment in Solano County. 


14. Contract Practice—Imperial County: 


Councilor Varden reported on a situation in Im- 
perial County, where a physician has apparently 
contracted with an insurance carrier or an insurance 
agency to provide medical care for Mexican nation- 
als admitted to the county as agricultural workers. 
Mr. Hassard was requested to investigate. 


15. Annual Session Exhibits: 


On motion duly made and seconded, it was voted 
not to offer annual session technical exhibit space to 
applicants in the field of finance. 


16. School Health Conference: 


Secretary Daniels reported on a meeting he had 
attended on the subject of school health. He recom- 
mended that the Association sponsor a School Health 
Conference. On motion duly made and seconded, 
this recommendation was adopted. 


17. Committee on Medical Economics: 


Dr. Lum read a report of the Committee on Medi- 
cal Economics, in which several recommendations 
were made for Council consideration. It was duly 
moved, seconded and voted to distribute copies of 
the report to the Councilors for consideration at the 
next meeting. 
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18. Epilepsy Studies: 

Dr. Charnock reported that the Children’s Hospi- 
tal Society of Los Angeles has instituted some epi- 
lepsy studies and opened a diagnostic clinic. The 


‘ society plans to spread this activity to neighboring 


counties. 
19. Rural Medical Care: 


On motion duly made and seconded, it was voted 
to lift from the table Resolution No. 7 from the 1953 
House of Delegates, relative to securing physicians 
for rural areas, and to refer it to the Rural Health 
Committee. 


20. House of Delegates: 


On motion duly made and seconded, it was voted 
to authorize Dr. Charnock to investigate the pro- 
posed installation of an electrical roll call board for 
the House of Delegates and to report back to a later 
Council meeting. 


21. Civil Defense: 


On motion duly made and seconded, it was voted 
to defray one-half the expenses of one California 
representative to a nationwide meeting on civil de- 


fense to be held in Ohio. 


22. Resolutions in House of Delegates: 


Councilor Teall discussed the possibility of receiv- 
ing copies of resolutions for the House of Delegates 
in advance so that any ambiguities or technical er- 
rors might be corrected before their presentation. 
On motion duly made and seconded, it was voted to 
authorize Dr. Teall and Mr. Hassard to confer on 
possible by-law amendments for consideration by 
the Council. 


23. Psychology: 

On motion duly made and seconded, it was voted 
to appoint a committee to confer with other groups 
and the Committee on Public Policy and Legislation 
on the subject of possible legislation relative to the 
practice of psychology. 


24. 1954 Annual Session: 


On motion duly made and seconded, Dr. Lawrence 
White was appointed chairman of the Committee on 
Local Arrangements for the 1954 Annual Session, 
Dr. White to select his other committee members. 


25. Time and Place of Next Meeting: 


It was agreed that the next Council meeting would 
be held in San Francisco on Friday, December 11, 
1953. 


Adjournment: 
There being no further business to come before 
it, the meeting was adjourned at 5:35 p.m. 
Sipney J. SHrpman, M.D., Chairman 
AvBert C, DaniEts, M.D., Secretary 
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Inu Memoriam 


BAKEWELL, BENJAMIN. Died in Santa Barbara, September 
3, 1953, aged 75, of coronary artery disease. Graduate of the 
University of California Medical School, Berkeley-San Fran- 
cisco, 1902. Licensed in California in 1902. Doctor Bakewell 
was a retired member of the Santa Barbara County Med- 
ical Society. ; 


+ 


Breese, Jay L. Died in Laguna Beach, October 21, 1953, 
aged 79. Graduate of Northwestern University Medical 
School, Chicago, Illinois, 1903. Licensed in California in 
1903. Doctor Beebe was a retired member of the Orange 
County Medical Association. 


% 


Duncan, Witt C. Died in Los Angeles, September 24, 
1953, aged 70. Graduate of Northwestern University Med- 
ical School, Chicago, Illinois, 1915, Licensed in California 
in 1917. Doctor Duncan was a member of the Los Angeles 
County Medical Association. 


+ 


Fercusson, Frepertck W. Died in Lodi, September 5, 
1953, aged 61, of coronary occlusion. Graduate of North- 
western University Medical School, Chicago, [linois, 1918. 
Licensed in California in 1949. Doctor Fergusson was a 
member of the San Joaquin County Medical Society. 


% 


Garrison, J. Frank. Died in Sawtelle, September 24, 
1953, aged 76. Graduate of the University of Minnesota 
Medical School, Minneapolis, 1900. Licensed in California 
in 1917. Doctor Garrison was a retired member of the Los 
Angeles County Medical Association. 


+ 


Gosar, FRANKLIN H. Died in Fullerton, October 17, 1953, 
aged 63, of cerebral vascular accident, Graduate of Stanford 
University School of Medicine, Stanford University-San 
Francisco, 1924. Licensed in California in 1924. Doctor 
Gobar was a member of the Orange County Medical Asso- 
ciation. 


+ 


Huisu, Freperic G. Died in Berkeley, October 18, 1953, 
aged 41, of acute myocardial infarction. Graduate of Stan- 
ford University School of Medicine, Stanford University-San 
Francisco, 1943. Licensed in California in 1943. Doctor 
Huish was a member of the Alameda-Contra Costa Med- 
ical Association. 


+ 


Lauper, CiarK H. Died in Arcadia, September 30, 1953, 
aged 69. Graduate of State University of Iowa College of 
Medicine, Iowa City, 1909. Licensed in California in 1922. 
Doctor Lauder was a retired member of the Los Angeles 
County Medical Association. 


+ 


Linpsay, Harry C. L. Died in Pasadena, September 9, 
1953, aged 70, of generalized arteriosclerosis. Graduate of the 
University of Western Ontario Faculty of Medicine, London, 
Canada, 1909. Licensed in California in 1926. Doctor Lind- 
say was a member of the Los Angeles County Medical Asso- 
ciation. 
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McIntosH, ArtHuR M. Died in Berkeley, September 14, 
1953, aged 75, of generalized arteriosclerosis. Graduate of the 
University of California Medical School, Berkeley-San Fran- 
cisco, 1900. Licensed in California in 1900. Doctor McIntosh 
was a member of the Alameda-Contra Costa Medical Asso- 
ciation, and a life member of the California Medical Asso- 
ciation. 


+ 


OPPENHEIMER, ARNOLD. Died in San Francisco, August 
20, 1953, aged 61, of coronary thrombosis. Graduate of 
Universitat Heidelberg Medizinische Fakultat, Baden, Ger- 
many, 1919. Licensed in California in 1941. Doctor Oppen- 
heimer was a member of the San Francisco Medical Society. 


+ 


Perers, CHartes E. Died in Castro Valley, August 1, 
1953, aged 64, of coronary occlusion. Graduate of Ohio State 
University College of Medicine, Columbus, 1912. Licensed 
in California in 1919. Doctor Peters was a member of the 
Alameda-Contra Costa Medical Association. 


+ 


Ropinson, SHELBY L. Boynton. Died in Los Angeles, 
August 18, 1953, aged 63, of terminal pneumonia. Graduate 
of Meharry Medical College, Nashville, Tennessee, 1909. 
Licensed in California in 1932. Doctor Robinson was a 
member of the Los Angeles County Medical Association. 


+ 


SornsEN, ANTONE A. Died in Los Angeles recently, aged 
82. Graduate. of Keokuk Medical College, Iowa, 1894. Li- 
censed in California in 1920. Doctor Sornsen was a member 
of the Los Angeles County Medical Association. 


+ 


Stevens, Georce M. Died in Los Angeles, September 22, 
1953, aged 83. Graduate of Rush Medical College, Chicago, 
Illinois, 1894. Licensed in California in 1907. Doctor Stev- 
ens was a retired member of the Los Angeles County Med- 
ical Association. 


+ 


Stout, Gurn T. Died by drowning at Laguna Beach, 
September 13, 1953, aged 54, Graduate of the University of 
Nebraska College of Medicine, Omaha, 1926. Licensed in 
California in 1927. Doctor Stout was a member of the Los 
Angeles County Medical Association. 


% 


Taytor, Letanp H. Died in Oakland, September 21, 1953, 
aged 60. Graduate of Harvard Medical School, Boston, 
Massachusetts, 1923. Licensed in California in 1926. Doctor 
Taylor was a member of the Alameda-Contra Costa Medical 


Association. 
& 


Vatens, JoHn D. Died October 7, 1953, aged 38, in an 
automobile collision in Idaho. Graduate of University of 
Manitoba Faculty of Medicine, Winnipeg, Canada, 1941. 
Licensed in California in 1943. Doctor Valens was a member 
of the Stanislaus County Medical Society. 


+ 


Vaucut, Joun L. Died in San Francisco, October 18, 
1953, aged 42. Graduate of Creighton University School of 
Medicine, Omaha, Nebraska, 1938. Licensed in California 
in 1939. Doctor Vaught was a member of the Fresno County 
Medical Society. 
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NEWS & NOTES 


NATIONAL + STATE « COUNTY 


ALAMEDA 


Dr. James B. Graeser of Oakland was elected presi- 
dent of the Alameda-Contra Costa Medical Association at 
the annual meeting of the organization last month. For- 
merly vice-president, he succeeds Dr. Lester B. Lawrence 
of Oakland. Dr. Harold P. Maloney of Oakland was elected 
vice-president, and Dr, Bernard B. Gadwood of Richmond 
succeeded Dr. Grant Ellis of Berkeley as secretary-treasurer. 


* * * 


Anita H. Payne, Ph.D., and Lola S. Kelly, Ph.D., re- 
search fellows engaged in postdoctoral work at the Donner 
Laboratory, University of California at Berkeley, have 
received the $2,000 Kappa Kappa Gamma Cancer Re- 
search Award for outstanding achievement by women in 
the field of cancer research. 


The award was announced by Mrs. E. Granville Crabtree 
of Boston, national president of Kappa Kappa Gamma So- 
rority, which provided the award money, and Louis H. 
Seagrave, chairman of the board of the California Institute 
for Cancer Research, which supervised the contest. 


The research award was established a year ago in mem- 
ory of Mrs. Marion Howell Tompkins, a member of the 
Pasadena alumnae association of Kappa Kappa Gamma. 


The prize-winning paper submitted by Drs. Payne and 
Kelly was the most recent of a series of joint papers cover- 
ing their study of postirradiation sensitivity and behavior of 
malignant tumors. 


* * * 


Dr. Joseph Stokes, Jr., professor in the department of 
pediatrics at the University of Pennsylvania, has accepted 
an invitation to be visiting lecturer for the third annual 
Clifford Sweet Lectureship at Children’s Hospital of the 
East Bay, Oakland, scheduled for May 26-28, 1954. 


The lectureship meetings are held to do honor to the 
services of Dr. Clifford Sweet, who was chief of medicine at 
the hospital for 30 years and now is emeritus chief of 
medicine. 


LOS ANGELES 


The United Cerebral Palsy-Max Weinstein award for 
“outstanding scientific achievement in cerebral palsy” was 
presented this year to Dr. H. W. Magoun, chairman of the 
department of anatomy, University of California School of 
Medicine, Los Angeles. Presented at the annual convention 
of United Cerebral Palsy in New York City last month, 
the award to Dr. Magoun was for his “studies of factors 
promoting regeneration of nerve fibers in the central nerv- 
ous system and of the physiology of the cerebral cortex and 
basal ganglia in relation to cerebral palsy.” The award is a 
silver plaque and $1,000 provided in the will of the late 
Mr. Weinstein. 
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The Sixth Annual Mid-Winter Radiological Confer- 
ence, sponsored by the Los Angeles Radiological Society, 
will be held at the Ambassador Hotel, Los Angeles, on Sat- 
urday and Sunday, February 20 and 21, 1954. 

The out-of-state speakers will be Dr. Eugene P. Pender- 
grass, Philadelphia, Dr. U. V. Portman, Tucson, Dr. Marcy 
L. Sussman, Phoenix, and Dr. Frederic E. Templeton, 
Seattle. 

A banquet preceded by cocktails will be held at the 
Ambassador Hotel on Saturday evening, February 20. 

Conference reservations may be made through Dr. Har- 
old P. Tompkins, 658 South Westlake Avenue, Los Angeles 
57, California. The conference fee is $20 and the dinner will 
be $7.50 per plate. Courtesy cards for the conference are 
available to radiological residents and radiologists in mili- 
tary service by pre-registrations. 


* * * 


The 1954 College of Medical Evangelists Alumni Post- 
graduate Convention will be held February 23 to 25 in 
Los Angeles. The three-day convention is open to all phy- 
sicians regardless of their school affiliation, and the pro- 
gram will be made up primarily to serve general practi- 
tioners. 


MERCED 


Dr. Frank Brewer, formerly chief of the bureau of 
venereal disease control of the California State Depart- 
ment of Public Health, on December 1 became health offi- 
cer of Merced County and medical director of the Merced 
General Hospital. He was appointed by the county’s board 
of supervisors in October. 


SAN BERNARDINO 


Dr. Leonard Taylor of San Bernardino has been elected 
president of the San Bernardino County Medical Society, 
succeeding Dr. C. Norman Abbott of Ontario. Dr, Harold 
R. Morris of San Bernardino was elected president-elect, 
and Dr. Gerald M. Mraz of Fontana, second vice-president. 
Dr. Carl M. Hadley, San Bernardino, was reelected secre- 
tary-treasurer. 


SAN FRANCISCO 


Dr. John Upton of San Francisco, chairman of the 
Blood Bank Commission of the California Medical Associa- 
tion, was elected vice-president of the American Association 
of Blood Banks at the recent meeting of that organization in 
Chicago. Mrs. Charles D. Hemphill, director of Irwin 
Memorial Blood Bank, San Francisco, was elected treasurer 


of the association. 
tk * 1 


The American Geriatrics Society will hold its annual 
meeting at the Fairmont Hotel in San Francisco, June 17 
to 19, 1954. All physicians interested in geriatrics are cor- 
dially invited to attend. Any who would like to present a 
paper should submit six copies of the title of the paper, 
with an abstract not to exceed 300 words, to the secretary 
of the society, Dr. Malford Thewlis, 25 Mechanic Street, 
Wakefield, R. I., not later than February 1, 1954. 


GENERAL 


Announcement of the formation of the American Foun- 
dation for Allergic Diseases was made recently by Dr. 
Horace S. Baldwin of New York, president of the foun- 
dation. Headquarters are at 525 Lexington Avenue, in New 
York City. 
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“The need for some central organization to stimulate and 
coordinate activity in the allergy field has been manifest for 
some time,” Dr. Baldwin said, since “specialized facilities 
for research, medical education and treatment lag far behind 
those for many other chronic conditions.” 

Dr. George Piness of Los Angeles is a trustee of the new 
organization. 

* ae aK 

The seventh annual meeting of the Western Society for 
Clinical Research will be held January 29 and 30, 1954, 
at Portland, Oregon. 

Information regarding the meeting may be obtained from 
Dr. Herbert N. Hultgren, secretary-treasurer, Stanford Hos- 
pital, San Francisco 15. 

* * * 


Twenty-seven million people are now enrolled in Blue 
Shield medical care plans, according to an announcement 
by the Blue Shield Commission in Chicago. California Phy- 
sicians’ Service is one of the physician-sponsored organiza- 
tions included in Blue Shield. At a ceremony commemorat- 
ing the signing of the 27 millionth subscriber, Dr. Frederick 
H. Good, president of the Colorado Medical Service (Blue 
Shield) and a member of the national Blue Shield Commis- 
sion, said, in part, “The enrollment of 27,000,000 in Blue 
Shield plans, with growth continuing at a rapid rate, testi- 
fies adequately to the public’s acceptance of this form of 
prepayment for medical care, sponsored by the medical 


profession itself.” 
° co * * 


Questionnaires seeking data on blood pressure of pa- 
tients over 65 years of age have been sent to some 17,000 
physicians as a part of a study being carried on by Dr. 
Arthur M. Master, Dr. Harry L. Jaffe and Mr. Herbert 
Marks of the Metropolitan Life Insurance Company, all of 
New York City. 

The statistical study is sponsored by the New York 
Heart Association, the Mount Sinai Hospital, New York, 
and Metropolitan Life. The American Medical Association 
has given aid to the project. The data will be used to deter- 
mine with greater accuracy what “normal” blood pressure is 
for persons in the higher age brackets, in order to provide 
a better basis for clinical evaluation of hypertension in the 


aged. 
ak cs * 


Dr. Merlin Newkirk of Southgate was installed as 
president of the California Academy of General Practice 
at the annual meeting of the organization held October 25-27 
in San Diego, and Dr. John G. Walsh of Sacramento was 
elected president-elect. Dr. A. J. Franzi of San Francisco 
was reelected secretary-treasurer, and Dr. Joseph W. Tel- 
ford, San Diego, speaker of the congress of delegates. 
Newly elected directors are Dr. Elliot Colby of San Diego 
and Dr. John T. McNally, Stockton. Dr. Carroll B. An- 
drews of Sonoma was elected a delegate to the American 
Academy of General Practice. 


Almost 1100 physicians attended the meeting, and total 
registration was more than 1800. The 1954 annual meeting 
will be held October 24-27 at the Statler Hotel, Los Angeles. 


* * a8 


Dr. Walter Rapaport, formerly superintendent of Agnew 
State Hospital, has been appointed director of the Califor- 
nia State Department of Mental Hygiene by Governor Good- 
win Knight. Dr. E. H. Crawfis, who has served in that 
capacity since the resignation of Dr. Frank F. Tallman 
several months ago, will return to his former position as 
deputy director of medical services of the department. 
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POSTGRADUATE 
EDUCATION NOTICES 


RESEARCH STUDY CLUB OF LOS ANGELES 


23rd Annual Clinical Convention of Ophthalmology and 
Otolaryngology 


Date: January 18 through January 29, 1954. Each appli- 
cant must be a member in good standing of the Ameri- 
can Medical Association in order to become eligible for 
attendance. 


Fee: $100.00. 


Contact: Pierre Violé, M.D., Treasurer, 1930 Wilshire 
Boulevard, Los Angeles 5, Calif. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


In Los Angeles 

Dermatology in General Practice (limited to 20 students). 
Spring dates: Feb. 17 to March 24. 
Fee: $30.00. 


General Surgery. 
Date: February 3 through April 7, 1954. (Wednesday 
evenings, 7:30-9:30.) 
Dermatology Conference. 
Date: February 11, 12, 1954. 
Fee: $35.00. 


Anesthesiology. 
Date: Spring, 1954. 
Fee: Details to be announced. 


Contact: Dr. Thomas H. Sternberg, Head of Postgraduate 
Instruction, Medical Extension, University of Califor- 
nia, Los Angeles 24, California. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Microscopy and Photomicrography. 
Date: January 14 to June 3, 1954. 


Contact: Office of Medical Extension, University of Cali- 
fornia School of Medicine, University of California 
Medical Center, San Francisco 22, California. 


STANFORD UNIVERSITY SCHOOL OF MEDICINE 


Ophthalmology Conference. Registration will be open to 
physicians who limit their practice to the treatment of 
diseases of the eye; or eye, ear, nose and throat. Reg- 
istration limited to thirty physicians. Instructors will be 
Dr. A. Edward Maumenee, Dr. Dohrmann K. Pischel, 
Dr. Jerome W. Bettman, Dr. Max Fine, Dr. Earle H. 
McBain, and Dr. Arthur J. Jampolsky. 

Contact: Office of the Dean, Stanford University School of 
Medicine, 2398 Sacramento St., San Francisco 15, Cali- 
fornia. 


COLLEGE OF MEDICAL EVANGELISTS 
Anesthesiology (4 months). Vacancy occurs each two 


months. Facilities limited to two students. Tuition: 
$300.00. Dr. Forrest E. Leffingwell and Associates. 
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Surgical Diseases of the Peripheral Vascular System (7 
periods). Tuesdays: 7:00-8:30 p.m., Jan. 5 through Feb. 
16, 1954. Tuition: $30.00. Dr. Carl H. Talmage and 
Associates. 


Differential Diagnosis of Internal Diseases (12 periods). 
Tuesdays: 8:00-9:30 p.m., Los Angeles County General 
Hospital, Jan. 5 through March 30, 1954, Tuition: 
$50.00. Dr. Julius Bauer. 


Dermatology (12 periods). Wednesdays: 8:00-9:30 p.m., 
Jan. 6 through March 24, 1954. Tuition: $40.00. Dr. 
Clement E. Counter and Associates. 


General Urology (9 periods). Wednesdays: 8:00-9:30 
p.m., Jan. 6 through March 3, 1954. Tuition: $35.00. 
Drs. Roger W. Barnes, R. Theodore Bergman and Asso- 
ciates. 


Management of Infertility (8 periods). Thursdays: 7:30- 
9:00 p.m., Jan. 7 through March 4, 1954. Tuition: 
$30.00. Drs. A. R. Abarbanel, Ralph J. Thompson, Sr., 
and Associates. 

Otolaryngology (8 periods). Tuesdays: 8:00-9:30 p.m., 
Feb. 9 through March 30, 1954. Tuition: $30.00. Dr. H. 
James Hara and Associates. 

Varicose Veins (6 periods). Tuesdays: 7:00-9:00 p.m., 
March 2 through April 13, 1954. Tuition: $25.00. Dr. 
Carl H. Talmage and Associates. 


Histology and Histopathology of the Eye (15 periods). 
Wednesdays: 7:30-9:30 p.m., March 3 through June 9, 
1954. Tuition: $60.00. Dr. I. G. Sommers. 

Gynecology (10 periods). Wednesdays: 8:00-9:00 a.m., 
March 24 through May 26, 1954. Tuition: $30.00. Dr. 
Dell D. Haughey and Associates. 


Operative Surgery (12 periods). Wednesdays: 9:30 a.m.- 
12:00 m., March 24 through June 9, 1954. Hunterian 
Laboratory and L. A. C. G. H. Tuition: $200.00. Dr. 
Harry A. Davis. 


Minor Orthopedic Surgery (8 periods). Thursdays: 8:00- 
9:30 p.m., April 1 through May 20, 1954. Tuition: 
$30.00. Dr. Alonzo J. Neufeld and Associates. 

Surgical Diseases of Children (4 periods). Tuesdays: 


11:00-12:00 a.m., April 6 through April 27, 1954. Tui- 
tion: $20.00. Dr. J. Norton Nichols. 


Endocrinology (8 periods). Tuesdays: 8:00-9:30 p.m., Los 
Angeles County General Hospital, April 6 through 
May 25, 1954. Tuition: $30.00. Dr. Julius Bauer. 


Thoracic Surgery (8 periods). Wednesdays: 8:00-9:30 p.m., 
Los Angeles County General Hospital, April 14 through 
June 2, 1954. Tuition: $30.00. Dr. Lyman A. Brewer. 


Diseases and Injuries of Bones and Joints (4 weeks). Full 
time, July 5 through 30, 1954. Dr. Taylor’s Office and 
various hospitals. Tuition: $100.00. Drs. G. Mosser 
Taylor, Alonzo J. Neufeld, and Associates. 


Unless otherwise stated or arranged, courses will be held 
in Osler House, corner State and Michigan Avenues. 


Contact: Chairman, Section on Graduate and Postgradu- 
ate Medical Education, College of Medical Evangelists, 
312 North Boyle Avenue, Los Angeles 33, California. 


C.M.A. REGIONAL AND MEDICAL INSTITUTES 


North Coast Counties, Santa Rosa, February 11-12, 
San Joaquin Counties, Fresno, March 4-5, 1954. 

West Coast Counties, Santa Barbara, March 18-19, 
Sacramento Valley Counties, Sacramento, April 1-2, 
Southern Counties, Palm Springs, April 22-23, 1954. 


SEMINARS OF THE ALUMNI COMMITTEE OF THE 
CHILDREN'S HOSPITAL, SAN FRANCISCO 


January 23, 1954—The Problems of Prematurity ‘and the 
Newborn Infant. 


March 30, 1954—Acute and Chronic Infections and the 
Choice of Antibiotics in Treatment. 


April 24, 1954—Childhood Ecology, with a discussion of 


physical, mental and emotional growth and development 
of the young child; the effects of deprivation of mater- 
nal care, and the impact of environment on the child. 


A fee of $15.00 will be charged for attendance at all the 
seminars and those who wish to have further details or 
be on the mailing list for such details may write to: 
H. E. Thelander, M.D., Children’s Hospital, 3700 Cali- 
fornia Street, San Francisco. 
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INFORMATION 


New Vaccination Certificates Issued 
For International Travel 


A NEW “International Certificates of Vaccination” 
form has been issued by the U. S. Public Health 
Service and has been in use since July 14. This new 
official record of a traveler’s compliance with im- 
munization requirements supersedes the old “Inter- 
national Certificate of Inoculation and Vaccination.” 
The old form, however, is valid until the expiration 
date of the recorded vaccinations. Like the old form, 
the new one provides space for certificates of small- 
pox, yellow fever, and cholera vaccinations, as well 
as space for recording other immunizations such 
as for typhus, typhoid-paratyphoid, plague, and 
tetanus, which are not at present required. The new 
form is issued to the traveler at the time of appli- 
cation for a passport at the offices of the Clerks of 
the Court and Passport Agencies of the Department 
of State located in Boston, Chicago, New Orleans, 
New York and San Francisco. This gives the trav- 
eler more time for completion of his immunizations 
than he had with the old form which he received 
at the time of passport issuance. Persons going into 
countries that do not require a passport may obtain 
the form from local or state health departments or 
from facilities of the Public Health Service. 

Health departments, travel agencies and others 
who desire a supply of the certificates may obtain 
them, as in the past, from the Superintendent of 
Documents, U.S. Government Printing Office, Wash- 
ington 25, D. C., at a cost of 5 cents per copy or 
$2.50 per 100. 

The new vaccination certificate form complies 
with the International Sanitary Regulations which 
went into effect in October, 1952, is recognized by 
all the countries governed by these regulations, and 
is approved by the World Health Organization. The 
text of the certificate is in English and French but 
data may be recorded in any language. 

All changes from the old form work to the con- 
venience of travelers. The principal ones are: 


The cholera certificate becomes valid beginning 
six days after the first injection or immediately in 
the case of revaccination. The old form required 
that the series be completed. (The type of vaccine 
being used in this country provides maximum pro- 
tection only after the second injection, so interna- 
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tional travelers will be advised to complete the 
series. ) 

The smallpox certificate becomes valid immedi- 
ately on revaccination, whereas previously a 14-day 
wait was required. Primary vaccinations must still 
be inspected and the results recorded. 

Smallpox and cholera vaccination certificates will 
be certified by local health officers as in the past, but 
the signature of the certifying officer is no longer 
necessary, and signature alone is not acceptable. 
Health officers must use their official stamps; if they 
do not have one they should prepare a special stamp 
for the purpose of certifying these documents. 

The period of validity for the yellow fever vac- 
cination certificate has been extended from four to 
six years. As before, yellow fever vaccination certi- 
ficates issued in the United States are valid in inter- 
national travel only when the inoculation is obtained 
from a vaccination center designated by the Public 
Health Service. 


IMMUNIZATION PROCEDURES IN EFFECT IN 
THE PUBLIC HEALTH SERVICE 

The following persons may be immunized without 
cost at Public Health Service stations: 

1. Persons who by law are beneficiaries of the 
Public Health Service. This includes American sea- 
men, members of the U. S. Coast Guard and their 
dependents, and certain other classes of beneficiar- 
ies entitled by law to the benefits of the Public Health 
Service. It does not include veterans, per se—that is, 
the fact that an applicant is a veteran does not in 
itself make him eligible for this service. 

2. United States Government officers, employees, 
and their dependents leaving for foreign areas when 
traveling under official orders. 


3. Dependents of Army, Air Force, Navy and 
Marine Corps personnel traveling under official or- 
ders to foreign countries. 

4, Any person requiring immunization for yellow 
fever. (Yellow fever immunizations are obtainable 
only at Public Health Service stations. ) 

Persons entitled to immunization (other than yel- 
low fever) by this Service may be furnished any of 
the usual immunizations. Members of the general 
public who receive yellow fever inoculations here 
are not entitled to other immunizations by this Serv- 
ice. Such immunizations (for example, typhoid, 
smallpox) should be obtained elsewhere. Persons not 
eligible as above may obtain immunization against 
diseases other than yellow fever from: 

1. State or local health departments, or 


2. A private physician. Such immunizations 
should be certified to by the local health authority 
that has jurisdiction over the area where the private 
physician practices. 
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THE PHYSICIAN'S Bookshelf 


MODERN TREATMENT—A Guide for General Practice. 
By 53 authors; edited by Austin Smith, M.D., editor of the 
Journal of the American Medical Association; and Paul L. 
Wermer, M. D., Secretary, Committee on Research, Ameri- 
can Medical Association. Paul B. Hoeber, Inc., New York. 
1146 pages, $20.00. 


The intention of this book is to provide the general prac- 
titioner with a useful and authoritative guide to the common 
clinical problems in therapy. In each discussion, attention 
is focused on the most effective treatment for the condition 
in the judgment of its author and each chapter is intended 
to be sufficiently complete to stand by itself. The editors have 
attempted “to take account of all factors and provide suff- 
cient information to enable the practitioner to adapt the best 
available treatment to the needs of each individual patient.” 

A few commonly encountered conditions such as alcohol- 
ism and drug addiction have been omitted deliberately. The 
reason given is that “much more experience is needed to 
permit satisfactory evaluation of therapeutic and social 
measures now under investigation.” The reviewer cannot 
agree with either the rationale or the reasoning behind this 
statement. The practitioner needs help in treating such 
conditions particularly. 

The arrangement of the book seems somewhat haphazard. 
It starts out properly with several general subjects. It pro- 
ceeds with various infections in chapters 6 to 9. However, 
syphilis and other venereal diseases do not appear until 
chapters 39 and 40, where they are sandwiched between 
dermatologic diseases and geriatrics! Cardiovascular dis- 
eases are similarly presented with the blood diseases appear- 
ing in their midst. 

The book is slanted at the general practitioner and will 
undoubtedly be useful to him as a general guide. For actual 
details of therapy, however, he will often have to consult 
other references. 


* * * 


DIFFERENTIAL DIAGNOSIS OF COMMON DISEASES 
OF THE EYEGROUND. Paul Tower, M.D., Los Angeles. 
Grune & Stratton, New York, 1953. 243 pages, $10.00. 


The book, which is intended for the student or specialist 
of ophthalmoscopy, is also advocated for the general prac- 
titioner, the internist, neurologist and other specialists. It is 
divided into eight parts, including the normal fundus; con- 
genital anomalies; diseases of the retina; diseases of the 
choroid; diseases of the macula; glaucoma; diseases of the 
optic nerve, and myopia. 

The text is well organized, concise, and covers the litera- 
ture with emphasis on the more important articles. Each of 
the main divisions is subdivided into topics and at the end 
of each topic is a “literature discussion” which adds a good 
deal to the book. 

The book is illustrated by approximately 130 black and 
white fundus photogravhs which the author says are supe- 
rior to the color renditions available, stressing that diag- 
nosis of fundus conditions should be primarily based on 
shape, size, and distribution of lesions rather than on color. 
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However, on the whole the black and white illustrations are 
not too satisfactory. For example, in discussing physiological 
and glaucomatous cupping it would be very difficult for 
the student to see the difference in the figures 6 and 7. 
Another example: the color of the fundus in choroideremia 
that is so characteristic is entirely lost in the black and 
white reproduction. It seems too bad that color was not used 
or if this is prohibitive that good black and white line trac- 
ings were not made of the original photographs. 

The book has an excellent index and the format is good 
with very readable printing on good grade paper. The book 
is to be recommended as a manual on ophthalmoscopy to be 
used in conjunction with some of the fundus atlases that 
are available. 

Pee 


RORSCHACH INTERPRETATION: ADVANCED TECH- 
NIQUE. Leslie Phillips, Ph.D., Director of Psychological 
Research, Worcester State Hospital; Associate Professor 
of Psychology, Clark University, Worcester; and Joseph G. 
Smith, Ph.D., Research Assistant, Commission on Human 
Resources and Advanced Training, Washington, D.C. 
Grune & Stratton, New York, 1953. 385 pages, $8.75. 


As the title implies, this book is an advanced text on Ror- 
schach’s ink blot test, and presumes some familiarity with 
other work, including that of H. Rorschach himself. This is 
unfortunate for the general medical reader, because in 
many respects this book is richer in content and demon- 
strates current practice better than other test manuals. The 
author draws on extensive clinical experience, his own and 
that of others, in suggesting the interpretive significance of 
various kinds of responses to the ink blots. Experimental 
evidence is not cited (nor can it be—it doesn’t exist) for 
many of the statements made. Used in the manner the 
author illustrates with case material, the Rorschach measures 
many aspects of personality, perhaps too many. However, 
this reviewer’s impression is that more interpretations of the 
kind suggested here would be correct than incorrect, i.e., in 
agreement with facts about personality and psychiatric dis- 
orders obtained by other methods. A batting average of 
much more than .500 is excellent in a field where the basic 
variables are as resistant to definition as they are in psy- 
chiatry. 

The book is intended for specialists and many psychia- 
trists will read it with interest and be impressed with its 
complexity. Its primary usefulness will be for persons 
already familiar with the method; their interpretations of 
Rorschach protocols will be enriched by careful study of 
the book. 


* * * 


EPIDEMICS IN COLONIAL AMERICA. John Duffy. 
Louisiana State University Press, Baton Rouge, La., 1953. 
274 pages, $4.50. 


This is a detailed record of outbreaks of communicable 
disease from the founding of the North American colonies 
up to the time of the Revolution. “America” is used in the 
restricted sense, except for a few references to events in 
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Canada. Although the author is an academic historian who 
has no formal background in medicine, he appears to have 
succeeded fairly well in discriminating among the different 
disease entities which were involved. The information has 
been drawn from the newspapers, magazines and personal 
correspondence of the era, and is broadly inclusive. It ap- 
pears that nothing of value has been overlooked. 

The dust jacket advertises that Mr. Duffy has made an 
effort to determine the extent of disruption of social and 
economic life occasioned by each attack, but this phase of 
the work is disappointing. It can almost be summarized by 
saying that the colonies had a great deal of epidemic sick- 
ness, but that it was on the whole less than was occurring 
concurrently in Europe, and they prospered in spite of it. 
An item of current interest is the report that the colonists 
employed biological warfare against the Indian tribes in the 
form of smallpox spread by the distribution of infected 
blankets. 

Mr. Duffy attempts some epidémiological interpretations 
which he would better have left to a more qualified 
student. Unfortunately, it appears that he is unfamiliar with 
the works of the most distinguished student of colonial 
epidemiology, C. E. A. Winslow. 

For the scholar, this should be a valuable source-book; 
for the casual reader who is interested in colonial life, there 
are vivid descriptions of the impact of epidemics upon the 
colonial towns and the desperate measures which were taken 
to bring them under control. The printing and binding are 
excellent. 


* * * 


MECHANISMS OF UROLOGIC DISEASE. David M. 
Davis, M.D., Professor of Urology Emeritus, Jefferson 
Medical College, Visiting Lecturer in Urology, Graduate 
School of Medicine, University of Pennsylvania. W. B. 
Saunders Company, Philadelphia, 1953. 156 pages, $4.50. 


This little monograph by Dr. Davis is an excellent ele- 
mentary outline of the fundamental processes involved in 
urologic disease. The author is well known in his field, not 
only as professor of urology at Jefferson Medical College, 
but also as collaborator with the late Hugh Young in the 
latter’s monumental “Practice of Urology.” The present vol- 
ume is short and concise, almost too much so, and appears 
to be exactly what the author says it is—developed from a 
series of lectures to the students at Jefferson. 


The book is addressed primarily to students and to phy- 
sicians who have only a general interest in the field. It is an 
attempt to explain simply that urological diseases are not a 
group of unrelated conditions of the individual organs, but 
are due rather to underlying systemic changes which pro- 
duce various interdependent manifestations. His classifica- 
tion is etiological rather than anatomical. 


The specialist will find nothing new in this concept. He 
will, for example, agree fully that free drainage is essen- 
tial, and that obstruction, plus secondary infection, produces 
our major problem and may involve any portion of the uri- 
nary tract. He may not go so far, however, as the author in 
denying the existence of chronic prostatitis as a clinical 
entity. 

Dr. Davis lists eight important types of pathological 
change producing urinary disease. These are obstruction, 
infection, calculus formation, neoplasm, anomalies, trauma, 
foreign bodies, and neurogenic change. These are all dis- 
cussed from the standpoint of the type of clinical disease 
produced. Naturally there is some overlapping because of the 
concurrent existence of more than one factor in many cases. 
The discussions are very brief, for the most part, and can 
hardly do more than suggest the connection between the 
primary change and the clinical manifestations. The physi- 
cian will probably find it necessary to look elsewhere for 
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more adequate information. In view of this fact one almost 
wonders why he saw fit to include an eight-page outline of 
the bacteria pathogenic .in the urinary tract. 


The last five chapters hardly seem related to the main 
subject of the book. They are on male infertility, diseases 
of the scrotum, diseases of the male external genitalia, 
catheterization, and an outline of history taking and physical 
examination. The author states that they were added “for 
entirely practical reasons,” but does not explain further. 
Here too the discussion is hardly more than an index, and 
he includes psychic impotence with infertility, ordinarily an 
entirely different problem in the human male. 


The fundamental thesis of this book is important to every 
doctor and it should be made available to students and 
non-specialists. They will find in it valuable information and 
a basis upon which to understand and interpret the variable 
findings and complications in diseases of the urinary tract. 


cd * * 


CLINICAL UNIPOLAR ELECTROCARDIOGRAPHY. 
Bernard S. Lipman, A.B., M.D., Instructor in Medicine, 
Emory University School of Medicine; and Edward Mas- 
sie, A.B., M.D., F.A.C.P., Assistant Professor of Clinical 
Medicine, Washington University School of Medicine. The 
Year Book Publishers, Inc., 1953. 309 pages, $6.50. 


As stated in the preface, this book is intended for the 
beginner in electrocardiography. It succeeds admirably in its 
purpose. However, some errors exist. For example, in the 
diagram on page 22, the polarity of the leads is incorrect. 
The electrocardiograms on pages 188 and 189 are inter- 
preted incorrectly regarding the electrical position of the 
heart. In the discussion of the Master’s two-step test, it 
is the reviewer’s opinion that this procedure should not be 
performed if the control electrocardiogram is abnormal; by 
this simple precaution, many of the serious accidents asso- 
ciated with the exercise tolerance test can be prevented. 

The chapters on hyperventilation, myocarditis, and con- 
genital heart disease are too brief in content. The only 
practicality of these chapters would be to draw the atten- 
tion of the readers to the subjects. 


In summary, this text is ideally suited and recommended 
for the beginner in electrocardiography. 


* * * 


ROENTGEN DIAGNOSIS OF THE HEART AND 
GREAT VESSELS. Erich Zdansky, M.D., Professor of 
Roentgenology, University of Vienna and Director of the 
Central Roentgen Institute of the Allgemeinen Kranken- 
haus. Translated by Linn J. Boyd, M.D., F.A.C.P., Pro- 
fessor and Director of Medicine, the New York Medical 
College. First American Edition. Grune and Stratton, New 
York, 1953. 500 pages. $15.50. 


The translator has succeeded in rendering a very read- 
able English version of Zdansky’s authoritative book, and 
extensive additions have been made to the fourth German 
edition, particularly with regard to the section on congeni- 
tal heart disease. The topographic roentgen anatomy of the 
heart in all standard projections and the various methods 
and limitations of cardiac mensuration are exhaustively 
treated, with very careful consideration of the effects of 


. diaphragmatic position, respiratory motion, degree of car- 


diac filling, and other sources of error in interpretation of 
cardiac size. There is, however, a regrettable and thoroughly 
outmoded emphasis on fluoroscopy and orthodiagraphic reg- 
istration and the reviewer was appalled at the statement 
that “only in a few patients and for special diagnostic rea- 
sons are films required.” Commendable features are the 
inclusion of clinical and electrocardiographic correlative 
material, and the concise discussions of the abnormal cir- 
culatory dynamics underlying anatomical and roentgeno- 
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logical changes which develop in the heart under various 
pathological conditions. 

It is unfortunate that the photographic reproductions of 
roentgenograms are reversals. While the cardiac silhouette 
itself is reasonably well demonstrated in these reproduc- 
tions, intracardiac calcifications and details of pulmonary 
circulatory disturbances are largely invisible. There are 
many excellent schematized line drawings, however, which 
partially make up for the deficiency in roentgenographic 
reproductions. The description of pulmonary vascular 
changes in cor pulmonale, in long-standing intracardiac 
and extracardiac congenital shunts, and in pulmonic steno- 
sis is somewhat incomplete and inadequately illustrated. 
The new section on congenital heart disease is generally 
excellent, but the classification of various entities is based 
upon embryological grounds and is therefore rather incon- 
venient for the clinician. The reviewer cannot agree with 
the statement that “the roentgen findings of transposition of 
the great vessels show an astonishing variability.” In fact, 
there is a rather surprising uniformity of the roentgen fea- 
tures in complete transposition of the great vessels as seen 
in infants and young children; variability is introduced in 
adults largely because of the selection features inherent in 
survival to adult life with this serious disease. 

These are rather minor deficiencies, however, and in gen- 
eral this is an excellent book which can be used as a refer- 
ence source by the radiologist, cardiologist and the pedia- 
trician alike. Not the least useful of its features is the very 
extensive bibliography which is understandably weighted 
with European literature and tends to neglect significant 
English and American contributions. Since the European 
literature is somewhat less accessible to the average Amer- 
ican physician, this is perhaps not a defect but a virtue. 


* * * 


ESSENTIAL UROLOGY—2nd Edition. Fletcher H. 
Colby, M.D., Chief of Urological Service, Massachusetts 
General Hospital; Associate Clinical Professor of Genito- 
Urinary Surgery, Harvard Medical School. The Williams 
and Wilkins Company, Baltimore, 1953. 650 pages, $8.00. 


This is an enlarged and revised edition of Dr. Colby’s 
book which appeared originally in 1950, and the first edi- 
tion of which has already had three printings. The book is 
directed especially to students, interns and general prac- 
titioners, and does not pretend to be a complete urological 
textbook. However, for a volume of its size it is most com- 
prehensive and includes discussions not only of the common 
urological diseases but of most of the unusual conditions 
as well. In this respect at least it will be found superior 
to many of the larger current textbooks on urology. 

The changes in the second edition are largely those essen- 
tial to keep it abreast of the modern advances in the field. 
There has also been some rearrangement of material and 
the new edition is slightly larger than the previous one. 
There is a little more consideration of treatment in this 
edition, but the book is still somewhat limited in this 
respect and the clinician will not be able to find in it ade- 
quate information on therapy. However, this seems a some- 
what minor deficiency in a work which is in other respects 
so admirable. The author is chief of the urological service 
at the Massachusetts General Hospital, and the work reflects 
the basic principles and practices of the institution. 

The book is organized in three sections. The first of these 
is on the anatomy and physiology of the genito-urinary or- 
gans, the second a short section on methods of examination, 
and the third, which makes up the greater part of the book, 
is on the diseases of the genito-urinary organs. These are 
considered on an anatomical basis, the diseases of the vari- 
ous organs being considered as clinical entities. This is the 
generally accepted method, though it is recognized that not 
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infrequently there is an interdependence of pathology of the 
various parts of the urinary tract. 

It is difficult to select the strongest portions of the book. 
It is well organized and extremely well written, and the 
numerous illustrations are all excellent. The section on uri- 
nary calculi is very good and of course follows the teachings 
not only of the author but of his equally well-known col- 
leagues at the Massachusetts General Hospital. The sections 
on neoplasms of the various organs are also good, and the 
chapter on tuberculosis is clear, concise, and accurate. 

Altogether this is a book that can be recommended to 
everyone interested in urology from the student to the spe- 
cialist, all of whom will find in it much of interest and 
importance. It will be invaluable to those interested in 
teaching for its essential information is so easily abstracted. 
“Essential Urology” is the best small book on the subject 
that has appeared in recent years. 


x" * * 


HEREDITY IN HEALTH AND MENTAL DISORDER— 
Principles of Psychiatric Genetics in the Light of Com- 
parative Twin Studies. Franz J. Kallmann, M.D., Principal 
Research Scientist (Medical Genetics), New York State 
Psychiatric Institute; Assistant Professor of Psychiatry, 
College of Physicians and Surgeons, Columbia University. 
W. W. Norton and Company, Inc., New York, 19538. 315 
pages, $6.00. 


This excellent book of about 300 pages contains the 
Thomas William Salmon Memorial Lectures given at the 
New York Academy of Medicine. The material deals with 
the highly controversial subject of heredity as it applies to 
mental health and mental disease. 

Part I of the book is entitled “Heredity in Relation to 
Mental Health.” It gives a brief history of genetics and an 
excellent summary of the principles of genetics and the 
methods of genetic investigation. 

Part II deals with heredity in relation to mental disorder. 
The author quotes extensively from other works and pre- 
sents his own material which is the result of many years 
of careful study. He considers that there is good basis for 
accepting heredity as an important factor in the psycho- 
neuroses and in the so-called functional psychoses; namely, 
manic depressive psychosis, schizophrenia and involutional 
psychoses. He feels that manic depressive psychoses show 
the greatest hereditary factor, and in his series of single 
ovum twins, where one twin is a patient in a state hospital, 
he finds one hundred per cent correlation in the diagnosis 
of manic depressive psychosis. The various types of mental 
deficiency are discussed and an evaluation is made of the 
varying roles that heredity plays in these various groups. 
Other neurological conditions, including the convulsive dis- 
orders, are also discussed. ~ 

Part III deals with contributions of genetics to mental 
health planning. This is an excellent summary of present 
knowledge along these lines and suggestions as to what may 
be done. 

This book can be highly recommended to anyone inter- 
ested in the relation of heredity to mental disease and 


mental defect. 
aK cS * 


STRESS INCONTINENCE IN THE FEMALE. John 'C. 
Ullery, M.D., F.A.C.S., F.1LC.S., Assistant Professor in 
Obstetrics and Gynecology, Jefferson Medical College, As- 
sociate in Gynecology and Obstetrics, Graduate School, 
University of Pennsylvania. Grune and Stratton, New 
York, 1953. 149 pages, $6.75. 


Ullery’s book, “Stress Incontinence in the Female” brings 
this subject up to date. The book is easy to handle, is printed 
on good paper with clear-cut drawings. A complete discus- 
sion of the embryology and anatomy of the female urethra 
and its associated structures is given; the author believes 
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this exhaustive review (43 pages) is desirable in order to 
give a better understanding of the etiologic facts in the 
causes of stress incontinence. There are also chapters on 
the physiology of urination and incontinence and on the 
diagnosis of stress incontinence. The non-operative and the 
operative treatment are amply covered; the operative pro- 
cedures being well illustrated and described. In the final 
chapter Ullery discusses the results of a series of 39 surgic- 
ally treated cases. The book answers the purpose for which 
it is offered, a reference work on a highly specialized subject. 


* * aK 


SURGERY OF THE PANCREAS. Richard B. Cattell, 
M.D., the Lahey Clinic; and Kenneth W. Warren, M.D., 
the Lahey Clinic, Boston, W. B. Saundérs Company, 
Philadelphia, 1953. 374 pages, with 100 figures, $10.00. 


This book is based on the experiences of the authors while 
working at the Lahey Clinic in Boston with over 1,000 pa- 
tients with surgical diseases of the pancreas. The specific 
problems presented by these patients are reviewed carefully 
and analyzed in terms of the personal experience of these 
authors, utilizing various methods of treatment. 

Emphasis is placed upon diagnostic methods, surgical 
treatment and the results of such treatment. Frequent ref- 
erence has been made to the surgical literature with valu- 
able editorial comment upon the opinions of others. 


Included in this comprehensive review of the subject of 
surgery of the pancreas is an excellent review of the anat- 
omy and physiology of the pancreas. 


This book should be of inestimable value to all surgeons 
and internists who are interested in the problems of pan- 
creatic disease and pancreatic surgery. 


* * * 


THE RADIOLOGY OF BONES AND JOINTS—An 
Introduction to the Study of Tumors and Other Diseases 
of Bone—5th Edition. James F. Brailsford, M.D., Ph.D., 
F.R.C.P., F.I.C.S. (Hon.), Hunterian Professor, Royal Col- 
lege of Surgeons, 1934-35, 1943-44; Founder and First 
President of the British Association of Radiologists. The 
Williams and Wilkins Company, Baltimore, 1953. 875 
pages, over 725 illustrations, $19.00. 


The radiological examination of the skeleton constitutes 
an important part of everyday clinical practice. This well- 
known reference book appears in the same general format 
as previous editions. It is divided into two main parts: 
regional radiography and abnormalities of bones and joints. 


The skeleton at birth, the appearance of various portions 
of the extremities, the pelvis, spine, thorax, skull and teeth 
are covered. Then appear a discussion on developmental 
abnormalities and dystrophies, a chapter on generalized 
diseases of the skeleton, on granulomas of bone and finally, 
on bone tumors. 


The book has been expanded by additional data and illus- 
trations. Some of the latter are larger than in the earlier 
editions. Nearly all of the commoner deformities and dis- 
eases are covered, some fully and some briefly. The author 
still does not believe that biopsy is reliable or important in 
establishing the diagnosis of certain bone tumors, notably 
osteogenic sarcoma. His arguments are marshaled in brisk 
and clear form. 


The treatment of some subjects, such as spondylolysis 
and spondylolisthesis, is lengthy but confused. Some of the 
newer entities covered in this edition are Camurati-Engle- 
mann’s dystrophy (known in this country as Englemann’s 
disease), vitamin A and D poisoning, scaphocalcaneal bar 
and so-called adult scaphoiditis. The work represents the 
opinions of a well-known senior British radiologist. It can 
be recommended to orthopedists and radiologists, but not 
as a textbook. 
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ENDOCRINOLOGY IN CLINICAL PRACTICE. Gilbert 
S. Gordan, M.D., Ph.D., Assistant Professor of Medicine, 
University of California School of Medicine; and H. Lis- 
ser, M.D., Clinical Professor of Medicine and Endocrinol- 
ogy, University of California School of Medicine, The Year 
Book Publishers, Inc., Chicago, 1953. 407 pages, $10.50. 


Endocrinology in Clinical Practice is a condensed text 
covering the field of endocrinology in 400 pages. It is the 
product of a San Francisco group of physicians, all of whom 
are members of the faculty of the University of California 
School of Medicine. They are headed in this effort by Pro- 
fessor Hans Lisser, who has been a leader in the study of 
endocrinology for many years. 


The book is of immediate usefulness to the general prac- 
titioner. It covers the problems of diagnosis and treatment 
of the diseases of the thyroid gland, parathyroid glands, 
adrenals, pituitary glands, metabolic bone disease, and has 
a valuable section on diabetes. The problems of obesity and 
leanness are also considered. The section on the diseases of 
the gonads is followed by one on the problems of infertil- 
ity. The work concludes with a chapter on endocrine therapy 
and neoplastic diseases. An appendix lists endocrine prep- 
arations with their trade names and indicated dosages. 


It may be seen therefore, that the whole field of endocri- 
nology is covered in this small volume. The reviewer is 
impressed with the extent and the adequacy with which the 
very large amount of material is covered. 


* % * 


MEDICAL SCHOOLS IN THE UNITED STATES AT 
MID-CENTURY, John E. Deitrick, M.D., and Robert C. 
Berson, M.D., McGraw-Hill Book Company, Inc., New 
York, 1953. 380 pages, $4.50. 


Medical education is intimately integrated with scien- 
tific, social, economic, and political factors which affect the 
life of a nation or of an individual. Because advances in 
these various fields have a direct influence upon the prac- 
tice of medicine, those who are responsible have an obli- 
gation to keep themselves informed and thereby to keep 
medical education on a high level of performance. 


A number of surveys covering different aspects of med- 
ical education have been made during the first half of this 
twentieth century. A report of one such survey, which is a 
recognized classic in its field, was published in 1910. It was 
directed by Abraham Flexner under the sponsorship of the 
Carnegie Foundation for the Advancement of Teaching and 
in cooperation with the Council on Medical Education of 
the American Medical Association, and was influential in 
causing significant advancements to be made in medical 
education and thereby in medical practice. 


Under the direction of the Council on Medical Education 
of the American Medical Association and the Association of 
American Medical Colleges and with the additional assist- 
ance of the W. K. Kellogg Foundation, the survey of which 
this book is a report, was made. Although differing in many 
respects from the Flexner Report, it gives an accurate pic- 
ture of medical education in the United States today. 

In considerable detail, data covering all of the important 
functions of a medical school are presented and analyzed. 
In the analysis of current findings, the authors project cer- 
tain concepts in the nature of recommendations for contin- 
uing future application. These are not arbitrary but are sup- 
ported by well documented evidence contained within the 
body of each respective chapter. 

The book is unique. It is exceptionally well written and 
will be a continuing authoritative reference for all who 
have any interest in medical education and its relationship 
to the welfare of this nation. 
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HUMAN NEUROANATOMY —3rd Edition. Oliver S. 
Strong, Late Professor of Neurology and Neurohistology, 
College of Physicians and Surgeons, Columbia University; 
and Adolph Elwyn, Associate Professor of Neuroanatomy, 
College of Physicians and Surgeons, Columbia University, 
The Williams and Wilkins Company, Baltimore, 1953. 481 
pages, $7.50. 


This textbook has been kept well abreast of the times by 
the publication of three editions since it was first introduced 
in 1943. There has, however, been sufficient progress in the 
field of neuroanatomy to justify the frequent revisions. 
Increased interest, based on physiological and clinical re- 
search, in the thalamic nuclei and the reticular activating 
system, is responsible for much work on these structures, 
and the present edition presents the results of this research. 
The text is clear, and the illustrations and diagrams are 
well chosen and nicely reproduced. The diagrams are par- 
ticularly to be commended to the student for their clarity 
and lack of complicating detail. Consideration is given to 
function as well as structure, so that a good deal of physi- 
ology finds its way into the text, adding to its interest. This 
book can be recommended both to the medical student and 
the practitioner who wants a reference work containing 
more anatomical detail than is found in the usual textbook 
of clinical neurology. 

of * * 


PULMONARY TUBERCULOSIS—A Handbook for Stu- 
dents and Practitioners—3rd Ed. R. Y. Keers, M.D., 
F.R.C.P.(Edin.), F.R.F.P.S.(Glas.), F.R.S.E., Medical Di- 
rector, Red Cross Sanatoria of Scotland; and B. G. Rigden, 
M.R.C.S.(Eng.), L.R.C.P.(Lond.), Physician, Lewes Chest 
Clinic. E. & S, Livingstone, Ltd., Edinburgh. Distributed 
by Williams and Wilkins Co., 1953, 324 pages, $5.50. 


Concepts of pulmonary tuberculosis have undergone revo- 
lutionary revision during the past few years, and there is 
no volume available at this time which covers the problem 
adequately. The present edition of this work is surely among 
the best, and, although it is of British origin, the ideas 
expressed are usually similar to those currently held in 
America. A majority of physicians in America would not 
agree that phrenic nerve interruption should usually accom- 
pany pneumoperitoneum. Specific drug therapy is described 
briefly, but the long term treatment (in excess of one year) 
currently popular, is not discussed. 

Many important topics are dealt with very briefly, for 
this is a small book, but unfortunately the reader is not 
referred to original sources of more complete information, 
for there is no bibliography. 

If every physician should read this book from cover to 
cover, he would gain a clear concept of this most important 
infectious disease far superior to that of his average col- 
league. It can easily be read in a few evenings, and the task 
is a pleasant one for the literary style is very clear, direct 
and completely understandable at first reading. 


* * * 


TEXTBOOK OF PUBLIC HEALTH (Formerly Hope 
and Stallybrass)—13th Ed. W. M. Frazer, O.B.E., M.D., 
Ch.B., M.Sc., D.P.H., Barrister-at-Law, Gray’s Inn; Med- 
ical Officer of Health, City and Port of Liverpool, Profes- 
sor of Public Health, University of Liverpool, The Wil- 
liams and Wilkins Company, Baltimore, 1953. 663 pages, 
$8.50. 


This brief but comprehensive Textbook of Public Health 
is especially interesting in its 13th edition because of its 
inclusion of the changes in public health program and prac- 
tice in Great Britain brought about by the adoption of the 
National Health Service Act of 1946 (which was put into 
effect in 1948). The author is professor of public health at 
the University of London and health officer of the City of 
Liverpool, a man well equipped to discuss both principles 
of preventive medicine and practice of public health, 
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The book reveals that both the practice of and attitude 
towards many specific public health procedures is mark- 
edly different in the United States and Great Britain. For 
example, British public health students are still instructed 
in disinfection of rooms by gas and liquid with specific 
reference to formalin—which Americans abandoned long 
ago in favor of soapy water, scrubbing and sunshine, There 
is an interesting contrast between the theoretically ad- 
vanced nationalized medical and health programs of the Na- 
tional Health Service Act and the termination of all com- 
pulsory vaccination by the repeal of vaccination laws in that 
act. This contrast is further illustrated by the picture of 
tuberculosis. Forty percent of the cows in England and 
Wales are infected with tuberculosis; 3 per cent of these 
are known to be capable of infecting milk. It is estimated 
that 2,000 human deaths occur annually from non-pulmonary 
tuberculosis contracted from raw milk, as well as about 
4,000 fresh cases each year. 

This volume is valuable to anyone who wishes to get a 
summary view of the developing scene of public health 
(and to a certain extent of medicine generally in the Brit- 
ish Isles). It should also prove a sound textbook for the 
British student even though he will have to plow through 
much official statement. 

a x * 


TEXTBOOK OF GYNECOLOGY—2nd Edition. John I. 
Brewer, B.S., M.D., Ph.D., Professor of Obstetrics and 
Gynecology, Northwestern University Medical School, The 
Williams and Wilkins Company, Baltimore, 1953. 532 
pages, $10.00. 


This volume is an expanded second edition of an under- 
graduate text first published in 1950 by Thomas Nelson & 
Sons and at that time distastefully subtitled “The Teachings 
of John I. Brewer.” The author believes that gynecology 
should be taught almost wholly from the standpoint of symp- 
toms, and in his first edition he attempted to present the 
entire subject in that fashion. In this new edition, however, 
he has been persuaded to devote the first half of the book 
to orthodox, concise descriptions of the more common gyne- 
cologic disorders. For the most part this material is well 
presented and the portions of the text dealing with pathology 
are particularly good, owing to the author’s interest in this 
phase of gynecology. Part II is a somewhat condensed ver- 
sion of the original book and utilizes the same wordy chap- 
ter headings, beneath each of which one finds a lengthy 
list of the diagnostic possibilities to be considered when 
confronted by the symptoms noted at the top of the page. 
Obviously a good deal of repetition is necessary in order to 
cover the ground in two lengthy chapters which are entitled, 
respectively, “Abnormal Uterine Bleeding with Tumor and 
Without Tumor” and “Abnormal Uterine Bleeding and Pain 
with Tumor and Without Tumor.” But the author believes 
that repetition is good pedagogy and justifies the pattern of 
his presentation on this basis. Some of the other chapters 
are not so complex and cover such standard items as dys- 
menorrhea, amenorrhea, sterility, leukorrhea, and the climac- 
teric. To complete the list, there are a few other chapters in 
which well known lesions are hiding under such confus- 
ing titles as, for example, “Bearing-down Discomfort; Mass 
Protruding from the Vagina.” In brief, all the important 
things are here, but it takes a bit of sleuthing to find them. 

This edition contains more than twice as many illustra- 
tions as the original volume, but somewhat less than a 
hundred additional pages. While most of the photographs 
of microscopic preparations and gross surgical specimens 
are very good, some of the views of operative fields are 
marred by the inclusion of too many extraneous items, It 
would appear, too, that some of the photographs have suf- 
fered in quality while being converted from colored trans- 
parencies to black and white prints. 
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Tops in taste 


Pleasant . . . no disagreeable aftertaste. 
Readily accepted without coaxing. 


Potency-guarding stability 


No refrigeration required—ever. Can be 
safely autoclaved with the formula. 


Instant miscibility 


Blends instantly into the formula, fruit juice 
or water . . . mixes readily with cereals, 
puddings, strained fruits. 


Time-saving convenience 


No mixing needed because it is ready to 
use... light, clear, nonsticky ... can be 
accurately measured, easily given. 


Each 0.6 cc. of Poly-Vi-Sol supplies: 


Vitamin A 5000 units 

Vitamin D 1000 units 

Ascorbic acid 50 mg. 

i e Thiamine Img. 

Riboflavin 0.8 mg. 

Po y =Vi -Sol Niacinamide 6 mg. 
‘ 15 and 50 cc. bottles 


When a supplement containing just vitamins A, 


e ® Dand C is desired, specify Tri-Vi-Sol .. . also 
ri ee 4 an oO superior in patient acceptance, convenience and 
stability. 
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-INSTEAD OF UNPHYSIOLOGICAL "PHYSIOLOGICAL SALINE''*® 


“Who thought you’d be 
soing home so soon, 
\ Tem Claosieee 


- 


° ° - 1. Fox, C. L. Jr., et al.: 
1. POLYSAL prevents and corrects hypopotassemia without danger of toxicity.! | 41, Siectroigte ‘Solution 


Approximating Plasma 
Concentrations with In- 


2. POLYSAL corrects moderate acidosis without inducing alkalosis.' sacmaah Gadel ae 


Routine Fluid and Elec- 
trolyte Replacement, J. 


* 3. POLYSAL replaces the electrolytes in extracellular fluid.' 3 A. wae 
Cutter Trade Mark 
4. POLYSAL induces copious excretion of urine and salt.' ——- 


. . . : : In distilled water— 
Polysal, a single solution to build electro- or other electrolyte solutions would ordi- | 250 cc. and 1000 cc. 


lyte balance, is recommended for electro- narily be given. Write for literature and I : 

. . ” n 5% Dextrose— 
lyte and fluid replacement in all medical, handy wallet-size mEq chart ... Cutter | 590 cc. and 1000 cc. 
surgical and pediatric patients wheresaline Laboratories, Berkeley, California. 

FORMULA (per 100 cc.): Sodium Chloride, 0.496 gm.; Sodium Acetate N. F., 0.64 


gm.; Potassium Chloride, 0.0746 gm.; Calcium Chloride, 0.0368 gm.; Magnesiumy~” == a 
Chloride, 0.0305 gm.; Sodium Citrate, 0.0785 gm. x, a 


«mane NOY POLYSAL your routine prescripti 








